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all alike... 
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milk. (see chart opposite) 
One of the reasons that 
others have failed to find 
a true substitute for breast milk is 
because they have been unsuccessful 
in obtaining a fat like the fat in 
mother’s milk. Never before S.M.A. 
has an adaptation to breast milk 
contained a fat so similar to breast 
milk fat. Cod liver oil also forms a 


S. M. A. 


Fat Resembles Breast Milk Fat 


The diagram above illustrates the composition of the fat in S. M. A. and shows 
the relationship of the character numbers of this fat to the fat of breast milk. 


part of the fat of S.M.A. in adequate 
amount not only to satisfy the body’s 
requirements for fat soluble “A” 
growth factor, but also enough 
vitamin “D” to prevent rickets and 
spasmophilia. 


* Further details of these tests upon request. 


TRY S. M.A. IN YOUR OWN PRACTICE. 
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BIRTH INJURIES FROM THE STANDPOINT OF THE 
ORTHOPEDIST* 


C. E. BADGLEY, M.D7 
' DETROIT, MICHIGAN 


For years, orthopedic surgeons have inherited the care of the child, crippled by trauma 
at birth. Some success, in the treatment of the disabilities of these unfortunates, has nat- 
urally given to the orthopedist an opportunity to see a larger number of cases of birth 
injury, than would fall to the lot of the most unfortunate obstetrician. The incidence of 
birth injuries in the practice of the capable obstetrician is very low, but the results of injury 
at birth play an important part in the practice of the orthopedist. 

It is, therefore, not surprising that W. J. Little, the pioneer orthopedist of England, was 
. first to blame intracranial birth injury 
or the production of spastic paraplegia. ; ; 
Today sede wits his mm caotams ik obstetrical palsy, pleads for prevention of 





ee i ici this birth injury. ; 
-resented at the t nua eeting of the Michigan : : : 
ian, metical Society, Jackson, Michigan, September 17, 18, The orthopedist has long recognized his 


+Dr. ex? is a graduate of the University of Michigan, inadequacy in the treatment of t he two most 
BS. 1917, M.D. 1919; Interne 1919-1920, Surgical Service, | important results of birth injury, namely 
University Hospital, Ann Arbor; Junior Instructor 1920-1921, . lvsi d : 
oat take a eee” Go i, — spastic paralysis an obstetrical palsy. The 
Professor of Surgery 1924” to. 1997, Surgical Service, Uni permanent central nervous system lesion so 
sity Hospital, in charge o rthopedic Surgery; Associate ¥ ; 
Professor of ‘Surgeny 1027 to 1929". Surtieae Service Une | damages the neuro-muscular mechanism, 
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ospital, Detroit. of the cases is an impossibility. Although 
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certain orthopedic procedures may greatly 
improve function, it is obvious that the ideal 


to aim for would be their prevention at 
birth. 


Recent literature demonstrates the inter- 
est of the obstetrician in the study of pre- 
vention of birth injury, and leads to a feel- 
ing of optimism, that these obstetrical trag- 
edies will greatly diminish in the future. 


The more frequent birth injuries which 
call for orthopedic treatment are: 

(1) Birth fractures 

(2) Obstetrical palsy 

(3) Spastic paraplegia 

(4) Torticollis 
More rarely, a lesion of the spinal cord 
may be seen. Crothers gives the high ratio 
of 26 spinal cord lesions to 216 brachial 
plexus paralyses. Injuries to the bodies of 
the vertebre have infrequently been re- 
ported, but it is very probable that many 
of the so-called “congenital scolioses” are 
the result of birth injury to one or more 
vertebral bodies. I, also, believe it possible 
that the rare cases of fusion of several 
bodies of the lumbar spine may well be due 
tc a compressing force, damaging the car- 
tilaginous intervertebral discs, so that bony 
ankylosis between several bodies results. 

Birth fractures are not commonly seen. 
Fractures of the humerus are the most fre- 
quent. Truesdell reports an incidence of 39 
fractures of the humerus in 33,000 deliv- 
eries, 24 of the fracture cases occurring in 
breech deliveries. The birth fracture is not 
a green stick fracture, as a rule, but there is 
a sharp break with a complete solution of 
continuity. The most usual site of fracture 
in the humerus, according to Truesdell’s 
series, is just below the deltoid tubercle 
which, anatomically, explains the high fre- 
quency of radial nerve palsy seen in his re- 
ported cases. The radial nerve passes di- 
rectly below this point to reach the lateral 
surface of the arm. The nerve damage is 
generally primary, although, rarely, a sec- 
ondary lesion to the nerve by excessive cal- 
lus, has been reported. The nerve lesion of 
primary origin will generally clear up spon- 
taneously; if due to excessive callus a neu- 
rolysis of the nerve will be required. 

Fractures of the clavicle are also common 
birth fractures, probably far more common 
than is recognized, due to frequent failure 
to diagnose the lesion. The symptoms are 
very mild generally and rarely is the frac- 
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ture accompanied by any serious conse- 
quence. 

Fractures of the femur are the third most 
frequent birth fracture, and, like the frac- 
tures of the humerus, most commonly seen 
in breech cases. The fracture is usually in 
the middle third, or at the junction of the 
upper and middle thirds of the femur with 
the resultant displacement of the fragments 
in the typical anatomical position of the 
type of fracture, namely flexion and abduc- 
tion of the upper fragment. Epiphyseal 
separations of the femur are rarely re- 
ported, but I have seen one case of epiphys- 
eal separation of the upper end of the fe- 
mur. 


Fractures of the forearm and of both 
bones of the leg occur much less frequently. 


In the treatment of birth fractures, it is 
essential to remember the great principle 
known as Wolff’s law, which, simply stated, 
means that growing bone has the power to 
repair itself according to the stress and 
strain placed upon it. Truesdell unknow- 
ingly emphasized the importance of this 
law in his study of malunited birth frac- 
tures. By X-ray studies of a series of birth 
fractures from birth to four years of age, 
he observed the most marked angulation of 
the shafts gradually straighten out by 
proper deposition and absorption of bone 
until, at the end of the fourth year, the de- 
formity had completely disappeared. 

Although accurate reposition of the frag- 
ments in correct alignment is not so essen- 
tial in birth fractures, in the femur one 
must aim to maintain length. There is 
some evidence that there may also be a com- 
pensatory attempt to make up for the short- 
ening if over-riding of the fragments has 
occurred, but it is doubtful if full length 
will result. I believe the most important 
point to observe in birth fracture of the fe- 
mur is maintenance of full length. 


The treatment of birth fracture of the 
clavicle is very simple—no splinting is re- 
quired. If the fragments tend to displace 
or move when the child moves its arm, a 
Lund swathe to immobilize the arm for a 
week may be applied. The natural position 
of the infant in bed on its back is the ideal 
treatment for the fracture. Nursing care 
and daily bath may be given without fear of 
damage. 


Fractures of the humerus may be treated 
by Truesdell’s method of an axillary pad, 
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and a Velpeau dressing with the injured 
arm splinted against the thorax and the 
hand on the opposite shoulder. 

Fractures of the femur are more difficult 
to treat, for it is essential not to truss up 
the child so that nursing is difficult. Splints 
should not interfere with the proper chang- 
ing of napkins. Yet we believe it essential 
that over-riding of the fragments be pre- 
vented and this will require some form of 
extension. 

The usual type of birth fracture of the 
femur has a displacement of the fragments 
that is best aligned by placing the leg in 
abduction with the thigh flexed beyond a 
right angle, and the knee flexed to a right 
angle. This is also a natural attitude for 
the infant, and so is a comfortable one. 
We believe the wire splint as utilized by 
Blair is the best to employ. The wire passes 
across the back just below the scapulz, a 
lateral piece then passes along the side to 
the greater trochanter, here it is angled to 
a little more than a right angle and extends 
to the knee, where it is again flexed to right 
angles. It then passes lateral to the leg 
extending beyond the foot for four inches, 
then along the inside of the leg, passes an- 
teriorly above the pubis to the opposite side, 
where it is carried across the back to its 
starting place. Traction on the infant’s leg 
by means of moleskin adhesive or glue may 
be applied. This is then fastened to the 
bottom of the splint with a soft rubber tube 
so as to keep constant traction. The splint 
can then have an extension force placed on 
it by a pulley arrangement to the base of 
the bed, which could be removed for the 
short period needed for nursing. 

Brachial plexus palsy has long been re- 
garded as a primary lesion to the roots of 
the brachial plexus. This contention seems 
to be well supported by the distribution of 
the paralysis resulting. Also, experiment- 
ally, proof of the possibility of tearing of 
the plexus roots can be demonstrated. T. 
Turner Thomas and others have contended 
that the high frequency of posterior sub- 
luxation of the affected shoulder demon- 
strates the possibility of a primary shoulder 
injury in certain cases associated with a sec- 
ondary peripheral brachial plexus injury 
resultant from hemorrhage organizing in 
the sheaths of the nerves and thus interfer- 
ing with their function. However, this de- 
formity can well be explained by the con- 
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traction of the unaffected muscles of the 
shoulder. 
For practical purposes brachial plexus 
injuries may be divided into the upper arm 
type, or Erb’s palsy, and the whole arm 
type, or mixed type. Rarely is seen 
Klumpke’s lower arm type. ‘These types 
vary in intensity from a very mild involve- 
ment, which rapidly clears up completely, 
to a very severe form of permanent palsy. 
The upper arm type involves: 
(A) The external rotators— 
Teres minor 
Infraspinatous 

(B) The abductors— 
Deltoid 
Supraspinatous 

(C) Flexors of the elbow— 
Coracobrachialis 
Biceps 
Brachioradialis 
Brachialisanticus 

(D) Serratus anticus 
The whole arm type involves, in addition, 
the muscles of the forearm and hand. In 
the whole arm type of paralysis there is fre- 
quently evidence of damage of the sympa- 
thetic fibres from the deep cervical gangli- 
onic plexus, demonstrated by unequal pupils 
and narrowing of the palpebral fissure. 
Sever states that if there is evidence of sym- 
pathetic involvement, the prognosis is poor, 
and such is our experience. 

The resultant deformity which occurs in 
Brachial plexus palsy is not due alone to the 
paralyzed muscles but is maintained by the 
physiological contraction of the no longer 
opposed antagonistic muscles. The strong 
internal rotators of the arm and the ad- 
ductors hold the shoulder in marked in- 
ternal rotation and adduction. This posi- 
tion favors posterior dislocation of the head 
of the humerus, exactly as flexion, adduc- 
tion and internal rotation of the hip favor 
dislocation of that joint. 

If the deformity is not prevented, the 
hand and forearm are greatly decreased and 
little use can be made of the extremity. In 
the uncorrected case, Wolff’s law again is 
demonstrated in the failure of the arm to 
grow from disuse, and in bony malforma- 
tion such as hooking of the acromion and 
posterior displacement and overgrowth of 
the head of the radius. 

It is essential that the contracture be pre- 
vented from development in all cases, not 
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only to prevent these deformities, but also 
because they prevent or diminish the return 
of function of the paralyzed muscles, just 
as overwork or contractures prevent return 
of function in the infantile paralysis case. 

Early surgical exploration of the brachial 
plexus has proven unsatisfactory. Their 
percentage of cures is no higher than those 
treated conservatively. It is the consensus 
of opinion that three to six months conserv- 
ative treatment should first be employed; if 
then there is no indication of return of 
function, exploration of the plexus should 
be made, without, however, much optimism 
as to the results. 

The conservative treatment consists pri- 
marily in maintaining the arm in abduction, 
external rotation and supination. Exercises 
are employed preceeded by heat and mas- 
sage. Mild galvanic stimulation skillfully 
applied is of aid. If there is a posterior 
dislocation of the head of the humerus it 
should be reduced in the early case by ma- 
nipulation; in the late untreated case open 
operation will be necessary. 

Under this form of treatment, the ma- 
jority of upper arm type will respond ex- 
cellently. The lower arm type is much less 
successful. 

The late untreated case can be greatly im- 
proved by Sever’s modification of Fair- 
bank’s operation, which consists in opera- 
tively freeing contractures so that the arm 
may be placed in the position mentioned for 
the early case. 

Spastic paralysis is a too frequent ortho- 
pedic problem. In our crippled child clinics 
throughout the state it is not at all uncom- 
mon to have 20 to 30 per cent of the pa- 
tients attending the clinic present this con- 
dition. The most serious aspect of the 
problem is the mental damage, which is fre- 
quently very marked. Athetosis is also a 
frequent result of this entity, which compli- 
cates the treatment. 

The recent literature proving Little’s con- 
tention that intracranial birth injury is the 
chief factor in the production of these cases 
puts the problem of prevention up to the 
obstetrician. If he could but see them with 
the frequency of the orthopedist, he would 
carefully regard every difficult labor as a 
potential intracranial risk, and would con- 
sider the wisdom of intervention from this 
angle in addition to his usual indications. 

It is true that all cases of spastic paralysis 
are not the result of birth injury, but un- 
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doubtedly a large percentage are. Jensen, 
in a careful analysis of the birth histories of 
152 children with spastic paralysis, proved 
that 65 per cent were firstborn, the last 
stage of delivery was pathologic in 50 per 
cent, and that the children—chiefly under- 
weight and premature—had been born deep- 
ly asphyctic with every symptom of trau- 
matic intracranial hemorrhage. Also, he 
showed that, from an etiological point of 
view, familial dispositions, syphilitics and 
postnatal infections have but little impor- 
tance compared with birth trauma, and trau- 
mata and hemorrhage arising during the first 
months of pregnancy. 

Orthopedic surgery has much to offer the 
spastic paralysis patient who has sufficient 
mentality to help himself. The athetosis 
cannot be improved. The severe mental 
case should be institutionalized. There may 
be sentimentalists who refute this statement, 
but let them see the home life of the parents 
and their other children sacrificed for the 
sake of the unfortunate vegetating animal, 
whom they think it their duty to rear as a 
human being. 

The treatment is based on the recognition 
of the fact that spastic paralysis is not true 
paralysis, but is a pseudo-paralysis pro- 
duced by a constant overflow of spinal stim- 
uli to the muscles of the affected extremities. 
All of the muscles so stimulated go into con- 
traction; the stronger muscles contracting 
against the weaker ones produce a firm con- 
tracture, which so tends to stretch and tire 
out the weaker groups that to a greater or 
less extent they are paralyzed. 

The treatment aims to relieve these con- 
tractures, to re-establish the strength in the 
weaker group and to restore muscle balance, 
if possible. Codrdinate movements will re- 
main difficult because of the failure of the 
brain mechanism to properly instruct the 
antagonistic and synergistic muscles to re- 
lax and contract properly. For this reason, 
the greatest success will be in the less com- 
plicated mechanism of the lower extrem- 
ities. The upper extremities can be im- 
proved, but finer movements will be difficult 
to obtain. 

In the mild case, exercise to develop the 
weak groups, educational methods to de- 
velop rhythm and balance are employed. 
These methods are also used after opera- 
tion in the more severe cases. | 

The operative treatment consists of four 
possible avenues of attack: 
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(1) The deformities and muscle unbal- 
ance may be corrected by tenotomies. This 
weakens and lengthens the contracted strong 
group and gives a period for the re-develop- 
ment of the pseudo-paralyzed group. This 
method is particularly of value in the 
equinus deformity but emphasis must be 
placed on the prevention of overcorrection., 
as a severe deformity more disabling may 
occur. 

(2) The frequent recurrence of the de- 
formity has led to the development of a 
more permanent correction by division of a 
portion of the nerve enervation to the con- 
tracted muscle group. Stoffel has demon- 
strated a fairly constant topography of the 
motor nerves, and the nerve supply to in- 
dividual muscles can be isolated and a por- 
tion of the motor nerves supplying the 
muscle be removed to restore balance. This 
is a successful method, but requires exact- 
ness in the amount of nerve supply neces- 
sary to remove. Temporary damage to the 
nerve by crushing or by alcoholic injection 
has also been employed successfully. 

(3) The Forster operation of division of 
the posterior nerve roots to block reflex af- 
ferent impulses has been successful, but the 
operation is a radical one with no better re- 
sults than judicious employment of the first 
two methods. 

(4) The fourth operative procedure is 
the sympathectomy, designed by Hunter and 
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Royal. Unfortunately, this method does 
not seem to achieve the promised results and 
is certainly still an experimental method 
only. Cerebral decompression has been. ad- 
vised but is rarely of value. 

Torticollis has generally been considered 
the result of a hematoma in the affected 
sternocleidomastoid muscle from birth. in- 
jury. There is considerable evidence that 
this lesion is an intrauterine one, present. be- 
fore birth; the hemorrhage and rupture of 
the muscle occurring because the. muscle .was 
contracted and not the cause of the contrac- 
ture. Little need be said about this lesion 
other than to stress the need of early. treat- 
ment. Wolff’s law also holds in. this -de- 
formity and the uncorrected case develops.a 
marked facial asymmetry in an attempt: to 
compensate for the tilting of the head from 
the contracture. Continuous stretching. of 
the contracted muscle in the very young 
may cure it. If conservative methods fail, 
simple division of both heads of the muscle 
above the clavicle will produce a cure. 
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BIRTH INJURIES FROM THE STANDPOINT OF THE 
OBSTETRICIAN* 





L. E. DANIELS, M.D. 
DETROIT, MICHIGAN 


The possible birth injuries to which the infant is exposed during the course of labor 
range from minor surface abrasions to serious damage affecting the cerebrospinal sys- 


tem and sufficient to cause death. 


Many of the injuries may be caused by the natural forces in spontaneous delivery, but 


they occur with greater frequency following difficult operative interference. 


Injuries to 


the head are seen most frequently and include some of the most important serious trau- 
mata encountered, namely, those resulting in intracranial hemorrhage. 


The caput succedaneum, while a birth in- 
jury, is of minor importance, being merely 
an edema of the soft tissues which is ab- 
sorbed within a few days. It results from 
the difference between intrauterine and ex- 
trauterine pressure within the area of the 
dilating cervix. It must be distinguished 


, *Presented at the 109th Annual Meeting of the Michigan 
oa Society, Jackson, Michigan, September 17, 18, 


, 











from the less frequent cephalhemotoma, 
which is a subperiosteal hemorrhage usual- 
ly resulting from instrumental trauma.‘ This 
latter injury may occasionally occur during 
spontaneous delivery. It most frequently 
involves one of the parietal bones and, un- 
like the caput succedaneum, is limited by the 
sutures of the bone. It more often ‘appéars 
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some time after birth and gradually absorbs 
in a period of several weeks. It may be as- 
sociated with intracranial hemorrhage and 
may occasionally become infected. 

Skull fractures and depressions of the 
skull bones may occur due to pressure of 
the sacral promontory in disproportion or 
may be caused by the forceps blades in dif- 
ficult instrumental delivery or breech ex- 
traction. 

Excoriations or abrasions of the face or 
scalp usually result from forceps applica- 
tion. 

Intracranial injuries are by far the most 
important and serious of the head injuries, 
and, while a classification according to loca- 
tion may be made, the importance of the le- 
sion varies also with the extent of the 
hemorrhage. Hemorrhage may result from 
rupture of a cerebral or meningeal vessel or 
it may be the end-result of asphyxia. Hem- 
ophilic tendencies in the child with minor 
trauma and prematurity with thin skull 
bones and delicate blood vessels constitute 
predisposing factors. The important symp- 
toms are weak cry, cyanosis, or pallor, tense 
fontanel, refusal of food, periods of rest- 
lessness, twitching of muscles and tremors 


alternating with periods of apathy and ab- 
normal respiration such as shallow rapid 
breathing. Convulsions are usually indica- 
tive of extensive brain tissue damage and 


usually mean a grave prognosis. The re- 
sults of cerebral: hemorrhage if the child 
lives may be complete recovery, or one of 
the cerebral developmental defects may be 
manifest such as hydrocephalus, epilepsy, 
idiocy, spastic paraplegias, convulsions, or a 
combination of two or more of these. 

Facial paralysis may result from periph- 
eral or central injury. The most com- 
mon ‘type results from pressure of the for- 
ceps on the facial nerve as it passes through 
the parotid gland and is usually unilateral. 
Function is usually restored after a few 
hours to a day or two. 

Injuries to the vertebrze and spinal cord 
most commonly occur during difficult breech 
extractions and are due to the employment 
of exaggerated torsion and hyperextension 
of the spine. Dislocation of the atlas on the 
axis, fractures or separation of epiphyses of 
cervical vertebrze and more rarely injury to 
the thoracic and lumbar sections may in turn 
thrdugh pressure injure the cord or there 
may appear damage to the cord without ap- 
parent injury to the bony structures. The 
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more serious cord injuries produce flaccid 
paralysis below the lesion. 

Erb’s paralysis is usually a traction lesion 
of the 5th and 6th motor roots of the bra- 
chial plexus and is manifested by the char- 
acteristic limp arm, rotated inward with 
flexed fingers, and inability to flex the fore- 
arm. 

Fractures of the clavicle, humerus and 
ribs are not uncommon—many clavical frac- 
tures escape notice. They are due to direct 
trauma during extraction of the after-com- 
ing head in breech presentation or following 
version. Fractures of the humerus result 
from trauma in delivering the arms in 
breech extraction. Rib fractures are less 
common but may occur in strong traction 
and torsion when delivery is attempted 
through an incompletely dilated cervix. 
Excessive force in bringing down a leg in 
frank breech may result in fracture of the 
femur or separation of the epiphysis. 

Lacerations or rupture of the abdominal 
viscera are not common and result only 
from violent efforts at extraction, except in 
cases with pre-existing factors such as pre- 
maturity, asphyxia, vascular fragility or dis- 
ease of the organ such as syphilis. 

Not strictly to be classed as a birth injury 
but a possible result of trauma due to the 
various methods used in wiping out the 
mouth of the newborn, may be mentioned 
aspiration pneumonia. 

In Detroit in 1928 there were 32,421 live 
births and 1,395 stillborn babies, or ap- 
proximately one stillbirth for every 24 
births. 1,242 babies that were born alive 
died under one month of age, or one baby 
for every 27 births. Of the 2,637 babies 
that were either stillborn or died in the first 
month only 184 were reported as having 
died from birth injury, or one reported in- 
jury for every 14 dead babies, that is 7 per 
cent. 

If we compare this with the results of 
autopsy findings in one hospital where 79 
autopsies were done in the past eight years 
on stillborn infants and those dying in the 
hospital in the first few days of life, we 
find that 14 of the 79 died of birth injuries, 
or 17.7 per cent. Of these 14 injuries, 12 
were intracranial hemorrhage or tears of the 
tentorium. 

Of 1,383 deliveries in 1926 at the Her- 
man Kiefer Hospital, Detroit, there were 
1,260 full term live babies and 104 prema- 
ture live babies, of which 10 full term and 
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19 premature died between the first and 
twelfth day. There were 19 full term still- 
born non-macerated babies, 7 premature still- 
born non-macerated babies, 10 full term still- 
born macerated, and 12 premature stillborn 
macerated. Of the 29 full term babies which 
died or were stillborn, there were 9 autop- 
sies, and of the 26 premature babies that 
were stillborn, or died, there were 10 au- 
topsies. In the 19 autopsies performed 
birth trauma was found as the cause of 
death in 3 full term and in 3 premature ba- 
bies that were autopsied or in 23 per cent. 

The types of injury found at autopsy 
were one subtentorial hemorrhage following 
spontaneous delivery, one cerebral hemor- 
rage following mid forceps delivery, one 
trauma not classified from version and ex- 
traction in contracted pelvis, one rupture of 
liver following spontaneous delivery of pre- 
mature infant, one intraventricular hemor- 
rhage following spontaneous delivery in a 
premature infant and one unclassified trau- 
ma from breech extraction of premature 
infant. The types of injuries sustained by 
full term infants delivered spontaneously 
which recovered and left the hospital alive 
were intracranial hemorrhage 4; fracture of 
clavicle 2; cephalhematoma 1. 

The injuries resulting from operative de- 
liveries and sustained by premature infants 
who recovered and left the hospital alive 
were fracture of humerus following breech 
extraction 1; facial palsy from low forceps 
delivery 1; facial palsy from mid forceps 
delivery 1. 

Among 59 babies which died or were still- 
born from causes other than injury, but 
upon which autopsies were not done, there 
were 10 reported as asphyxia; 3 unknown 
cause; 4 abruptio placenta; 2 eclampsia in 
the mother; 1 placenta previa; 1 ruptured 
uterus; 1 craniotomy on dead fetus; 8 pre- 
maturity ; 22 macerated fetus; 1 passive con- 
gestion; 4 congenital deformity, 2 congeni- 
tal syphilis. 

A comparison of the percentage of birth 
injuries reported in this series of babies 
which died or were stillborn with the per- 
centage of reported birth injuries in babies 
which died or were stillborn in the entire 
city of Detroit, shows a very slight differ- 
ence. This may be accounted for by the 
fact that a relatively small number of au- 
topsies were obtainable in the series. Un- 
doubtedly, trauma played an important part 
In many of the cases reported as having 
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died of asphyxia, prematurity and unknown 
causes. ; 

The burden of responsibility in prevent- 
ing birth injuries in the child as well as in 
bringing the mother safely through her con- 
finement rests upon the obstetrician. Pre- 
natal care has done a great deal toward 
making childbirth safer for the mother, but 
it must be supplemented with competent at- 
tention during the first stage of labor and 
skillful management of the delivery in order 
not to deny the mother a physically and men- 
tally sound baby. 

Forceps may greatly increase the fetal 
mortality and birth injuries when used in- 
discriminately. Incorrect diagnosis of po- 
sition, attempts at delivery through an un- 
dilated cervix, too forcible traction and rota- 
tion, all tend to increase the incidence of 
trauma. 

Version and extraction is a valuable pro- 
cedure when there are definite indications 
for its use, in the absence of disproportion 
between the head and pelvis. When this 
operation is employed after attempts at for- 
ceps delivery have failed due to dispropor- 
tion, or when it is done without a proper 
regard for the normal mechanism of breech 
delivery it frequently results in either a still- 
born or injured child. The incidence of 
fetal mortality following version and ex- 
traction is as high as 40 per cent in some of 
our hospitals. 

The use of pituitrin to force an un- 
moulded fetal head through the birth canal 
is without doubt a factor which increases 
the incidence of intracranial injuries and the 
fetal mortality. 

The use of various types of analgesia has 
a tendency to prolong labor and thereby in- 
creases the frequency of operative inter- 
ference. 

The prognosis of dystocia may be antic- 
ipated at the first antepartum examination 
in a more or less clearly defined class of pa- 
tients. 

The women are frequently stout at the 
beginning or gain 40 pounds during the 
pregnancy. They are apt to be short and 
thick set with heavy bones. The pubic arch 
is often narrow, approaching the male type 
and all the measurements are at or near the 
low limits of normal. The diagonal conju- 
gate diameter may usually be reached. The 
parts are rigid with a muscular perineum 
and rather narrow vagina. 

These patients sometimes have ovarian, 





634 BIRTH INJURIES—THE PEDIATRICIAN—MONTGOMERY 


thyroid, or pituitary disturbances evidenced 
by histories of delayed and rather scanty 
menstrual periods. Not infrequently there 
is a past history of sterility—the patient 
having been married several years before 
becoming pregnant. The blood pressure is 
apt to become elevated and some are sub- 
ject to toxemia or eclampsia. Others go be- 
yond term and tend to have large babies 
with no lightening before the onset of labor. 

During labor the pains are often of short 
duration but come at frequent intervals 
from the beginning. The patient complains 
throughout labor of severe pain yet the 
progress is extremely slow. The membranes 
rupture early and there is little dilatation of 
the cervix and the head remains high. If 
the head enters the pelvis at all it engages in 
the transverse diameter or with the occiput 
posterior. 

The length of the labor and the mechan- 
ical difficulties encountered in operative de- 
livery from below by either version and ex- 
traction or forceps result usually in deep 


Jour. M.S.M.S. 


lacerations of the mother and not infre- 
quently in injury or a stillborn fetus. 


DeLee has given the name “dystrophia 
dystocia syndrome” to this class of difficult 
labors and suggests that early cesarean sec- 
tion might have been the operation of choice 
in the management of a certain percentage 
of the patients. 

When disproportion exists it is of the 
greatest importance to recognize it early and 
to perform cesarean section as an elective 
procedure after a reasonable test of labor. 

Only by making a complete and accurate 
diagnosis during labor can we know when 
to use interference that will succeed in ab- 
normal cases, and, in recognizing the nor- 
mal, know when to wait for spontaneous 
delivery. 

The methods of hastening labor such 
as manual dilatation of the cervix and 
version and extraction, routine forceps de- 
livery and the use of pituitrin add to the 
incidence of birth injury. 





. BIRTH INJURIES FROM THE STANDPOINT OF THE 
PEDIATRICIAN* 


J. C. MONTGOMERY, M.D.7 
DETROIT, MICHIGAN 


The invitation to speak to this group on the subject of birth injuries has appealed to 
me as a real responsibility. As a pediatrician, I welcome it because it affords an oppor- 
tunity, first, to express our admiration of the excellent obstetric practice in our section of 
the country, and, secondly, to make clear the dangers which we feel attend a seemingly nor- 


mal delivery. 
VIABILITY OF FETAL NERVOUS TISSUE 


There is apparently some misconception 
as to how long nervous tissue can survive 
after placental circulation has been shut off. 
Experiments of Stewart, Guthrie, Burns and 
Pike, and Gomez and Pike would indicate 
that the cells of the cerebral cortex can re- 
sist total anoxemia for ten minutes and those 
of the medulla for twenty minutes. Croth- 
ers deduces from this that since these ex- 
periments were performed on adult animals 
the central nervous system of the infant 
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could probably resist total anoxemia for 
more than twenty minutes. In addition to 
this consideration we must also realize that 
we have practically no evidence that the pla- 
cental circulation is ever completely occlud- 
ed, and also that the fetus is possessed of 
an independent circulatory system. 

If these considerations as emphasized by 
Crothers are true it will be necessary for us 
to modify our conception of the frequency 
with which asphyxia occurs. It seems more 
logical to assume that the lowered excitabil- 
ity of the medulla expressing itself in the 
clinical picture which we recognize as as- 
phyxia is more commonly. due to trauma or 
to impaired circulation resulting from in- 
creased pressure about the medulla than to 
anoxemia due to occlusion of the placental 
circulation. 3 
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RELATIVE IMPORTANCE OF NERVOUS STRUC- 
TURES TO LIFE 


It is well known that one or both of the 
cerebral hemispheres may be removed from 
an animal without disturbing the respiratory 
function or its reflex activity. The cervical 
cord may be severed below the level of the 
phrenic nuclei without interfering with life. 
Should the medulla or the phrenic nuclei be 
damaged, however, even as though by a hem- 
orrhage, during such experiments, the re- 
spiratory function ceases and the animal 
dies. It would. seem then that a normal 
medulla and an intact upper cord are nec- 
essary for life. These are the essential 
points to be protected from damage during 
delivery. 

We will now consider the structure of the 
fetal cranio-vertebral cavity with a view to 
understanding the mechanism which nature 
has erected to protect these vital structures 
from the forces imposed upon the vertex 
during labor. 

The cranial cavity is divided by the dural 
septa into a supratentorial chamber, which 
in turn is divided in two by the falx, and sep- 
arated from these by the tentorium is the 
subtentorial chamber. These septa, which 
are really reflexions of the inner periosteum 
of the skull, arise from the neighborhood of 
the large venous sinuses. The-falx cerebri 
descending from the superior longitudinal 
sinus above is attached anteriorly to the 
crista galli of the ethmoid and runs back 
to a strong insertion in the midline of the 
tentorium, either half of which arises from 
the region of the lateral sinus. The falx 
cerebelli arises from the region of the oc- 
cipital sinus. These septa meet in the re- 
gion of the torcular herophili. About the 
large sinuses which channel these periosteal 
reflexions, the latter are especially strong and 
are firmly attached to the bone. 

These septa are not of uniform strength, 
but are reinforced by strong bands of fibrous 
tissue, which are so placed as to withstand 
the strain to which they may be subjected by 
the moulding of the fetal head. How effi- 
ciently these bands are placed may be best 
illustrated by the accompanying semidia- 
grammatic drawings from Holland’s paper. 
The first illustrates the fibres which partic- 
ularly resist vertical compression with an- 
tero-posterior elongation of the head. It 
shows clearly the strong band arising at the 
point of union of the falx cerebri and the 
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tentorium cerebelli and running downward 
and backward along the floor of the straight 
sinus. It shows one of the deep horizontal 
bands of the tentorium running forward to 
its insertion on the anterior clinoid process. 
Note also the mass of fibrous tissue about 
the torcular herophili which serves as a 
strong anchor for these septa. The second 
figure illustrates the disposition of the 
fibrous bands which resist antero-posterior 
compression with resulting vertical elonga- 
tion of the head. Note particularly the an- 
terior vertical band of the tentorium which 
is particularly subjected to strain. 


These figures of Holland’s illustrate ad- 
mirably how the dural septa are designed to 
resist cranial distortion. It must be empha- 
sized, also, that they are equally well de- 
signed to control intracranial pressure. 
Since the bones lining the supratentorial 
chamber constitute a soft and compressible 
wall, while those lining the subtentorial 
chamber are quite rigid, it will be seen that 
the latter is a rather secure residence for its 
contents. In other words, the septa not only 
prevent dangerous distortion of the head but, 
as Crothers has stated, prevent the forces 
imposed on the vertex from acting directly 
on the subtentorial contents. 


We have then the supratentorial chamber 
containing the two hemispheres, in the midst 
of which are the ventricles containing a 
small amount of fluid, the opening in the ten- 
torium containing the midbrain and the 
subtentorial chamber containing the cerebel- 
lum, pons and medulla—the latter protected 
from the walls of the foramen magnum by 
the subarachnoid space, which is dilated at 
this point into the cisterna magna. 


The spinal column of the infant consists 
of cartilaginous rings held together by 
rather fragile ligaments. The spinal cord is - 
strongly fixed in the cervical region by the 
large roots of the brachial plexus and is 
firmly anchored below by the cauda equina. 
Its lining membranes are held to the walls 
of the cavity by fibrous bands. These con- 
siderations are of importance because it has 
been shown that the length of the spinal 
column can be altered by compression and 
traction, a matter of about two inches, and 
it is apparent that the caliber cannot be ap- 
preciably altered. It is important to note 
that in the thoracic region the cord is rather 
weakly supported by the thin roots of the 
thoracic nerves. 
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NATURE OF FORCES 


We will now consider the nature of the 
forces to which the fetus is subjected. Dur- 
ing the early part of labor and up to the 
point of rupture of the membranes there is 
pressure which although intermittent is uni- 
form in its application to the fetal head. 
These forces are a resultant between the 
powers of labor and the resistance of the 
maternal passages. The result is a cranial 
stress which consists of two elements: (a) a 
general compression of the whole head and 
(b) a longitudinal compression acting at the 
ends of the long diameter of engagement in 
the pelvis. This latter is the most impor- 
tant stress from the present consideration. 
In all types of vertex presentations and in 
breech presentation, it results in a decrease 
in the antero-posterior diameter of the skull 
with a corresponding lengthening of the 
vertical diameter. The reverse is true in 
face and brow presentations, where there is 
a shortening of the vertical diameter and a 
corresponding increase in the anteropos- 
terior one. In breech presentations there is 
a modification of this stress, in that it is 
applied suddenly. Here, also, we frequently 
have the added force of traction, which, 
necessary though it frequently is, is cer- 
tainly unnatural and probably unphysio- 
logical. How traction subjects the fetal cen- 
tral nervous system to additional strain will 
be described later. 


The effect of this pressure upon the con- 
tents of the cranial cavity is a matter of 
some dispute. Leonard Hill first advanced 
the theory that the pressure changes did not 
correspond to those expected where a fluid 
completely fills a rigid container. This 
whole matter has been carefully studied by 
Crothers and by Blackfan, Crothers and 
Ganz, the latter studies consisting of simul- 
taneous manometric observations from the 
ventricles and spinal canal of hydrocephalic 
patients. They conclude that the applica- 
tion of the “closed box” theory to the pres- 
sure changes in the infantile cranial cavity 
is unsound. Crothers’ conception of the 
sequence of events is that as pressure is ap- 
plied to the compressible fetal vertex some 
of it is absorbed by the gelatinous cerebral 
hemispheres. The ventricular fluid is soon 
expressed into the cisterna magna. The 
pressure of the uterine contractions being 
uniform at this point raises the pressure in 
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the subtentorial chamber and this factor, 
together with the unimpaired tentorium hel 
in place by the falx, prevents the forces im- 
posed on the vertex from acting upon the 
subtentorial contents. 

This elevation of pressure in the subten- 
torial chamber undoubtedly impairs the cir- 
culation about the medulla at least partially 
and if unduly prolonged will probably ac- 
count for some loss of excitability of this 
organ expressing itself in asphyxia. It can 
hardly produce complete anoxemia, how- 
ever, and would scarcely cause irreparable 
damage except in the most prolonged labors. 
It is apparent that should a rupture of one 
of the dural septa occur, it would permit 
the descent of the tentorium and permit the . 
application of the forces imposed on the 
vertex to act directly on the subtentorial 
contents. When this accident occurs the 
medulla is frequently driven against the an- 
terior lip of the foramen magnum. This is 
probably the mechanism by which damage 
to the medulla most frequently occurs. 

Obviously the rupture of one of these 
vascular dural septa will frequently lead to 
hemorrhage, and, in a majority of cases 
dying of cerebral hemorrhage, such tears 
will be found on careful search. It must be 
emphasized, however, that a sufficient tear 
may occur, even without hemorrhage, to 
permit the descent of the subtentorial con- 
tents, with possibly fatal damage to the 
medulla. At other times hemorrhage alone 
occurs, and it is from this group that the 
surviving cases of birth injury are derived. 

Let us now consider what modification of 
these forces occurs in breech delivery. Here 
we have not only pressure, but pressure 
which is applied suddenly to the head and 
in addition to this all too frequently traction 
is superimposed. As has already been 
shown, the spinal chamber is an expansible 
tube, the caliber of which cannot be appre- 
ciably altered; traction produces, therefore, 
a lengthening of the spinal chamber with a 
resulting increase in its capacity. There is, 
therefore, an immediate flow of spinal fluid 
downward while at the same time the com- 
pressible fetal vertex is subjected to sudden — 
pressure. In other words, as Crothers has 
emphasized, all the forces are directed 
downwards, which is the most dangerous 
direction. It would be expected from these 
considerations that ruptures of the dural 
septa with resulting damage to the medulla 
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would occur much more frequently in breech 
than vertex delivery. 

In addition to this, we must also realize 
that traction so applied subjects certain por- 
tions of the fetal anatomy to strains which 
they can experience in no other way. The 
weakest portions and those most likely to 
suffer damage are the cervical vertebrz, the 
spinal cord and the nervous trunks emerg- 
ing therefrom. That damage frequently oc- 
curs in such a manner has been shown by 
numerous writers, including Ruge, Spencer, 
Hofbauer, Stoltzenberg, von Reuss, Capon 
and Pierson. 

From these anatomical considerations, we 
would expect damage to the fetal central 
nervous system to occur in one of several 
different ways. First, cranial distortion may 
produce a rupture of one of the dural septa, 
resulting in hemorrhage. Secondly, whether 
hemorrhage occurs or not, such an injury 
will destroy the barrier to continuity of 
pressure and the medulla may be forced into 
contact with the foramen magnum. This is 
particularly likely to occur in breech de- 
liveries where traction is employed, because 
here we have the additional downward 
force, resulting from the sudden flow of 
spinal fluid into the enlarged spinal sub- 
arachnoid space. Thirdly, rupture of the 
cervical cord may occur in breech deliveries 
or it may be damaged from hemorrhage re- 
sulting from a fractured cervical spine. 

Abundant pathological evidence. has ac- 
cumulated that such injuries frequently oc- 
cur. 

Beneke was probably the first to empha- 
size that the safety of the medulla seems to 
depend upon the ability of the dural septa to 
withstand the forces exerted on them. 
Crothers analyzed a number of pathological 
reports, particularly those of Beneke, Meyer 
and Hauch, and Holland. This analysis 
showed that tears of the dural septa can be 
found in almost one-half of all babies dying 
during or within a few months after de- 
livery. It is important to emphasize that in 
a considerable proportion of these, evidence 
of hemorrhage could not be found, although 
tears of the dural septa were demonstrable. 

Vischer, in a careful study of cases of 
cerebral hemorrhage, found tears in eighty 
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per cent, forty per cent occurring in breech 
deliveries. In other words, about forty per 
cent of the fatal damage occurs in five per 
cent of the deliveries or is eight times as 
common in breech as in vertex deliveries. 
Holland showed that a torn tentorium was 
found in fifteen out of seventeen dead breech 
babies born without serious difficulties, and 
twenty out of twenty-eight dead babies de- 
livered by version. 

Pierson, in 1923, reported the results of 
his investigations of deaths occurring after 
breech extraction at the Sloane hospital 
during a period of thirty months. He found 
that in one hundred and forty-two primary 
breech deliveries, death occurred in eighteen, 
or twelve per cent. The incident of breech 
deliveries during this period was three per 
cent. In eighty-seven babies delivered by 
version and extraction, death occurred in 
eighteen, or twenty-six per cent. Of these 
thirty-six cases, spinal hemorrhage was 
noted in seventeen, or forty-seven per cent, 
and fractured vertebre in fourteen, or 
thirty-eight per cent. | 

The pathological evidence is difficult. to 
correlate for the reason that a uniform 
technic is not employed by pathologists. The 
future will probably reveal to us how fre- 
quently these injuries occur and the inci- 
dence of the various types. Pierson, Hol- 
land, Crothers and Adair have emphasized 
the need for a complete pathological technic 
in searching for evidence of traumatic in- 
jury. Unless a head is properly opened, 
tears of the septa and even sizable hemor- 
rhages may well be overlooked, and certain- 
ly broken necks will not be found unless 
they are looked for. 


CONCLUSION 


Anatomical, physiological and pathologic- 
al considerations force the conclusion that 
birth injuries result commonly from trauma 
and rarely from asphyxia. Probably nearly 
all fatal injuries are traumatic. This trauma 
may result from the normal forces of labor, 
particularly in premature infants. Trauma 
is more likely to occur when traction is em- 
ployed. 
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BIRTH INJURIES FROM THE STANDPOINT OF THE 
OPHTHALMOLOGIST* 


PARKER HEATH, M.D. 
DETROIT, MICHIGAN 


Birth trauma concerns the ophthalmologist in three ways: 


First, the obvious external 


injuries to the lids and eyeballs; second, retinal and intra-ocular hemorrhages; third, the 
late results from intra-ocular hemorrhages and intra-cranial injuries to the visual tracts, 
muscle centers or associated centers as they relate to the eyes. 

The obvious external lesions of the eye and lids from trauma, etc., need only be men- 
tioned, such as contusions and tears of the lids. Almost never does the eyeball receive di- 


rect injury. 


The second group of eyeball injuries are | 


those secondary to increased intra-cranial 
pressure and trauma—retinal hemorrhages. 
These are common in the new-born infant. 
Percentages have been given from six to 
eighty. Unless the infant’s eyes are exam- 
ined within twenty-four hours from birth 
with widely dilated pupil and with the aid 
of a speculum, the percentage results are 
liable to vary. It has been suggested that 
the presence or quantity of hemorrhage 
present might serve as an index of the 
severity of the labor or as an index as to 
the value of the kind or method of applica- 
tion of the forceps. Conflicting testimony 
now exists in these respects. It is said by 
some that difficult and prolonged labor pro- 
duces no more hemorrhages than normal 
labor. I know of no study wherein the 
amount of intra-ocular hemorrhage has 
been used as an index to determine the most 
favorable position for application of the for- 
ceps. 

It might be interesting to mention some 
observations we are now making at Harper 
Hospital on infants delivered after pre- 
meditated cesarean section, that is, the 
mother having had no labor. Too few pa- 
tients have been studied to reach any con- 
clusions, but so far infants have been free 
from intra-ocular hemorrhage, and it is pos- 
sibly fair to assume that, if hemorrhages 
are found, they will be fewer and in lower 
percentage than in usual labor cases. 

As far as the eyes are concerned, intra- 
ocular hemorrhage in the new-born disap- 
pears in time without leaving permanent ill 
effects, except in the small, uncommon group 
having large hemorrhage in the macular 
region. This type of hemorrhage, through 
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a resultant scar, interferes with vision in 
that eyeball. 

In the third group are the remote effects 
from brain injury; extra-ocular muscle 
paralyses, ptoses of the upper lid, nystag- 
mus, defective sight or blindness from 
tract disease and disturbances in associ- 
ative psychic mechanism. We have not 
sufficient material to explain the remote 
results of intra-cranial injury and hemor- 
rhage to the basal visual pathways and ocu- 
lar muscle nerve centers. We can only con- 
jecture what is known to exist, namely, that 
brain hemorrhages and lesions do exist com- 
monly from birth trauma in normal and 
pathological labor, and it is likely that con- 
genital paralysis of the extra-ocular muscles 
has birth injury as one cause. Immediate 
examination of the brains of stillborn in- 
fants bears out this assumption, in that there 
are hemorrhages in such infants. 

Capper reviews the literature and finds 
high frequency of cerebral injury at birth; 
next to tuberculosis is classified nervous 
system disease due to cerebral trauma at 
birth. 

Jacobs compared intra-cranial injury and 
hemorrhage with intra-ocular hemorrhage 
in fourteen premature and stillborn infants. 
Four were immature, but they showed prac- 
tically the same picture as the term babies. 
Wassermann tests were done and were nega- 
tive in eight of the fourteen mothers; no 
evidence. of lues was found in tissue ex- 
aminations of any. All fourteen showed 
engorged choroid or hemorrliages of the 
retina; twelve pairs of eyes presented rett- 
nal hemorrhages, that is, at least 86 per cent 
showed intra-ocular hemorrhage. The asso- 
ciated percentage of intra-ocular with intra- 
cranial hemorrhage was twenty-eight. Fifty 
per cent had tears of the tentorium. 
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Cruickshank, in two hundred mature and 
two hundred premature infants, finds 80 
per cent of the mature with hemorrhage of 
some form, and 66 per cent of the prema- 
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ture. In both groups 32 per cent had intra- 
cranial hemorrhage. Thirty per cent had 
tears of the tentorium of the cerebrum or 
cerebellum. 





CASE OF COMPLETE ANURIA FOLLOWING PREGNANCY 
RELIEVED BY DECAPSULATION OF A SOLITARY KIDNEY 





H. E. RANDALL, M.D., F.A.C.S.7 
FLINT, MICHIGAN 


Mrs. C. B., aged 21, primipara, one week before admittance to Hurley Hospital gave birth to a 
normal baby at term. Dr. E. D. Rice reported an easy birth on Friday, Feb. 21, 1930. The post- 
partum condition was good and apparently normal until Monday, when patient had a bad attack of 


asthma” as reported by patient’s mother. 
no urine, but felt no discomfort. 
in right back just below rib margin. 


cult for the patient to breathe. 


On the fifth day following confinement, patient passed 
On the following day, however, she began complaining of pain 


This pain be came increasingly severe during second day and 
the patient still was unable to pass any urine as on previous day. 


It now became increasingly diffi- 


The patient apparently lost consciousness, as the last thing she can 


remember is the shortness of breath. Her mother stated that she became semi-stuporous and an- 
swered questions with difficulty, had difficulty in breathing, blurring of vision and vomited several 


times. Unable to locate the family physician, the 
mother called in the evening another doctor (Dr. 
Perry White), who on two occasions passed cathe- 
ters into the bladder, but obtained no urine. The 
patient entered Hurley Hospital at 2:10 A. M. on 
the twenty-eighth of February, after having passed 
no urine for 48 hours. The pulse by this time had 
crept up to 140 beats per minute. There was no 
edema present. Again a catheter was passed but 
no urine obtained. After an injection of glucose 10 
per cent, she was taken to the operating room. 

Operation at 3 A. M. was done under nitrous 
oxide anesthesia. Assisted by Dr. Rice, I made the 
usual oblique lumbo-iliac incision. The incision was 
made along the border of the erector spinatis. The 
latissimus dorsi was separated and kidney fat ex- 
posed. On the left no kidney was present. On the 
right the kidney was 10 inches by 4 inches by 3 
inches, engorged and tense. The capsule was split 
from ‘pole to pole, and the capsule was stripped 
back to pelvis of the kidney, and a small Penrose 
placed and wound closed. 

Postoperative: Recovery was prompt. Four hours 
after operation a catheter was passed and 17 ounces 
of bloody urine obtained. The pain in the back had 
disappeared; there was no vomiting, not even nau- 
sea, following the operation and the pulse was below 
one hundred per minute a few hours after operation, 
and while urine was loaded with 4 plus albumin 
for 48 hours, the amount of albumin decreased and 
on the fourth day the urine was 1 plus albumin. 
The amount of urine passed daily was from 50 to 
60 ounces. Following decapsulation there was a 
marked change and on the twelfth day patient left 
the hospital for home. Six months later she was ap- 
parently in normal health. 


With the exception of urologists who oc- 
casionally report a case of decapsulation for 
anuria, following removal of the opposite 
kidney or decapsulation for essential hema- 
turia, there is a dearth of cases in the recent 
literature. Most of the textbooks on sur- 
gery and post-operative care of patients do 
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not even mention decapsulation for anuria. 
This may be explained as a reaction from 
Edebohl’s operation done for chronic neph- 
ritis. Practically every case of decapsula- 
tion reported as successful has been of the 
acute cases of anuria with enlarged kidneys: 

Hegedius reports a case of anuria in a 
patient aged 19 who three days previously 
had had a nephrectomy for tuberculosis and 
saved the patient by decapsulating the re- 
maining kidney. (1929 Zeitschrift fur urol- 
ogy.) 

In January, 1929, G. Nicolich, Jr., re- 
ports a_ successful decapsulation after 
anuria following nephrectomy for pyoneph- 
rosis. (Archives Ital di uroe.) 

Abraham Hyman reports a case of frac- 
ture of both femur and left elbow with 
anuria on eleventh day. There was com- 
plete suppression. Decapsulation of both 
kidneys. ‘Kidney not engorged or glauco- 
matous, if anything paler than normal.” 
(American Journal of Surgery, April, 
1928. ) yh 

In Cabot’s ‘Modern Urology,” “decor- 
tication is only mentioned in connection 
with polycystic disease of the kidneys. “It 
would seem to be less effective than punc- 
ture of the cysts which in most ‘cases im- 
proves renal function by liberation o com- 
pressed parenchyma.” 

Babcock’s excellent textbook of surgery, 
pages 1242, says of decapsulation, “It has 
been used in acute suppression or anuria in 
mercurial poisoning and in nephritis.”.°)'. 
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“In a few cases a decided but usually tem- 
porary improvement has followed.” 

No mention is made of decapsulation in 
Nelson’s “System of Surgery,” nor in Dean 
Lewis’ “System of Surgery.” 

In the General Surgical volumes of year 
book of Practical Medicine for the last 21 
years, edited by Murphy, Oschener and 
Graham, there is but one report and that 
from a German surgeon (Lehman) in 1913. 
The conclusion was “that in chronic neph- 
ritis it is of small value while in oliguria 
with anuria especially uremia occurring dur- 
ing acute nephritis, decapsulation stops 
uremic poisonings.” 

Reginald Harrison, in the Lancet of 1896, 
reported three successful cases, not by de- 
capsulation, but simply by splitting the cap- 
sule. The first case was one of scarlet fever 
nephritis. He operated, expecting to find a 
suppurating kidney. The kidney had been 
cut into and instead of pus found, the kid- 
ney was found distended with inflammatory 
products. The urine following operation be- 
came more abundant, “the albumin gradu- 
ally, eventually and completely disappear- 
ing.” In the second case, expecting to find 
a stone, he found none. The hematuria 
pain and albumin disappeared. In the third 
case Harrison also diagnosed stone, but 
found instead a swollen, tense kidney with 
no stone present. All three patients recov- 
ered following incision. He concluded that 
he had cured his patient by relieving the 
tension of the kidney. The capsule was not 
separated. 

It was in 1903, seven years after the re- 
port by Reginald Harrison, that G. M. Ede- 
bohls, in the New York Medical Journal 
(June), reported his first successful case of 
decapsulation for acute uremia. In this first 
case a woman was in convulsions after de- 
livery, by forceps, under chloroform. The 
usual treatment of that period being with- 
out response, decapsulation was done three 
days after delivery. No further convulsions 
occurred and the patient was restored to 
health in a few weeks. The second opera- 
tion was for a case with alternating delirium 
and coma and blindness, almost complete, 
and complete anuria. Double decapsulation 
was followed by improvement and spon- 
taneous delivery followed in 48 hours. 

In the Medical Record (March 22, 1903) 
Edebohls reports 51 cases of chronic neph- 
ritis with fourteen deaths—seven within 
fifteen days of operation and seven at a 
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later period. Three of seven were due to 
uremia, two to acute dilatation, one to pneu- 
monia, and one combined uremia and cere- 
bral hemiplegia. Many of the cases oper- 
ated were moribund; twenty-two cases were 
in satisfactory condition between two and 
fifteen months. Nine patients were cured. 
One patient with one kidney had a repeti- 
tion of chronic Bright’s disease after four 
years. 

In the Medical News (1899) Edebohls 
reported that he had operated on a woman 
20 years of age for mobility of the kidneys, 
suffering also from interstitial nephritis. 
Albumin and casts disappeared a month 
after operation and a year later she was 
well. Of his 191 patients operated, sixteen 
had chronic nephritis. His first idea was 
that nephropexy cured the patient and it was 
later that he decided that decapsulation had 
been the efficient agent. Edebohls’ conclu- 
sion: “I am ready to operate upon any pa- 
tient with chronic Bright’s disease who has 
no incurable complication or one absolutely 
forbidding use of an anesthetic and whose 
probable expectation of life without opera- 
tion is not less than one month.” It seems 
that Edebohls’ idea was, by relief of pres- 
sure and establishing of a freer circulation 
of blood to the kidney, that a cure in chron- 
ic interstitial nephritis might be expected. 
Kelly and Burnham conclude “that Ede- 
bohls undoubtedly benefited some of his 
cases of chronic nephritis, but the best re- 
sults were obtained in cases with lessened 
secretion of urine with edema.” In three 
or four cases of chronic interstitial and 
parenchymatous nephritis our experience 
does not lead us to hope for success by this 
method. ‘Experiments show no permanent 
betterment of circulation.” 

Tyson and Frazier reported a case of 
anuria in a patient who had had scarlet 
fever four years previously with albumin 
and general anasarca. After repeated re- 
lapses she was operated by decapsulation of 
the right kidney. Anascara disappeared and 
the albumin was reduced below one-half of 
previous urine. Two months later the left 
kidney was decapsulated and she continued 
in apparent good health for a year when she 
died after exposure during a severe winter. 

Irving B. Krellenstein (Jour. Obstet. & 
Gyn., August 1929) reports a recovery by 
bilateral decapsulation in a case of anuria 
of four days duration following the birth 
of a still-born fetus at term (forceps deliv- 
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ery). Twelve hours after operation four 
ounces of urine were obtained from the 
bladder. Two days later 270 c.c. and 380 
c.c. respectively and subsequently normal 
amounts of urine were passed. In this case 
the kidneys were described as “slightly en- 
larged, pale and friable” with slight swell- 
ing of hands and feet. 

In Bartlett’s ‘“Post-Operative Treatment”’ 
the advice is given that in anuria following 
operation, to beware of the mildness of 
symptoms, not at all suspicious of a grave 
illness. If after eight hours no urine is 
voided, active medical measures should be 
instituted and if these fail, the kidneys 
should be decapsulated as advised by Da- 
costa, Edebohls and others. “Comment is 
made of the fact that ether may light up 
an apparently normal kidney after opera- 
tion, depending on age of patient and dura- 
tion of operation, albumin and cast appear- 
ing in the urine on the first and second day 
following operation.” | 

Osman, in 24 cases of non-obstructive 
suppression of the urine, found an associ- 
ated acidosis. Treatment after plasma bi- 
carbonate is known, was 30 grains of potas- 
sium citrate and sodium bicarbonate in 
orange juice, given hourly or two until ef- 
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fective. 

Kellogg advises 600 to 700 c.c. of fluid 
to keep up the blood pressure in the eclamp- 
tic group. That with a separated placenta, 
a low blood pressure is dangerous lest it 
lead to anuria. Decapsulation has no place 
in these cases. (Jour. of Obstet. & Gn., 
March 1928.) 

Acute suppression of urine should be 
clearly distinguished from those in which 
the onset has been gradual, allowing the 
body to accommodate itself by vicarious 
elimination by skin, bowels and lungs, low- 
ered metabolism and natural defenses. 
Myers (Jour. A. M. A., April 17, 1926) 
reports a case of calculous anuria of 30 
days and says he has found several cases in 
the literature of a duration of from 20 to 
29 days. 

In Polk’s celebrated case of removal of a 
solitary kidney, the patient lived 11 days 
after removal. 

My own experience is limited to one case 
and my own impression from cases culled 
from the literature on the subject is that 
operation is life-saving when done: in proper 
cases but will fortunately seldom be called 
for, but has a definite use in otherwise mor- 
tal cases. 





FRACTURES FROM THE STANDPOINT OF INDUSTRIAL 
PHYSICIANS* 


C. D. SELBY, M.D.7 
TOLEDO, OHIO 


In discussing this subject, one recognizes the fact that industrial physicians, as a class, 
are in the habit of referring their fracture cases to qualified consultants, usually of the 
orthopedic field. Also one recognizes the fact that there is much more to the proper han- 
dling of industrial fractures than an orthopedist, or any other consultant, can give, and 
this is said with no thought of reflection against anyone’s professional capacity. It is be- 
cause factors arise before the patient is referred and after he is sent back that materially 
effect the outcome, in some cases possibly as much as the treatment itself, and may con- 


siderably influence the patient’s subsequent 
ability to work. It is for the consideration 
of such factors that this paper is designed. 

Incidentally, it is appropriate, interesting 
and somewhat satisfying to trace the influ- 
ence of industrial medicine on the treatment 
of fractures. Prior to the advent of medi- 
cine to industry it was customary among 
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general practitioners to handle their own 
cases. It was seldom that fractures were 
referred, and then usually to a surgeon. 
Orthopedists devoted themselves mostly to 
deformities. 

With the exception of few, of surgical 
background, the pioneer doctors of indus- 
try saw the wisdom and possibly felt the 
necessity of referring their fractures to the 
orthopedist, and they did so. Concurrently, 
the great war gave the orthopedists addi- 
tional opportunities in the case of fractures, 
which they recognized and, accepted. The 
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result was a decided quickening of interest 
on the part of orthopedics in what was to 
that specialty a relatively uncultivated field. 
Now orthopedists are probably, as a group, 
more concerned with fractures than de- 
formities, and they have developed a technic 
unlike under the old system. 

There is a clever, well-known: saying, 
attributed to Moorhead, that there are four 
R’s in the handling of fractures—recogni- 
tion, reduction, retention and reeducation. 
The industrial physician accepts these and 
adds others, perhaps four—restoration, re- 
placement, rehabilitation, and recompense. 
These alliterative reminders cover the whole 
of the subject of fractures in industry and 
suggest an orderly arrangement for the dis- 
cussion. 

RECOGNITION 


It seems hardly worth while to say a 
fracture must be recognized. Nevertheless, 
recognition of a fracture is sometimes diffi- 
cult. Perhaps a better way to express the 
thought is to say that symptoms are some- 
times so vaguely suggestive of fracture that 
the need of using X-ray and other special 
means for diagnosis does not occur to the 
attending physician. He calls the injury a 
contusion or a sprain, and lets it go at that. 

It is the skillful recognition of fracture 
in those borderline cases that characterizes 
the work of the experienced industrial phy- 
sician. He has learned by observation and 
confirmatory readings with X-rays to in- 
terpret the history of. an accident, the loca- 
tion of the injury and its appearance, so 
that he knows when to expect fractures even 
though there be no displacement, preternat- 
ural mobility, or other of the usual symp- 
toms. He knows that failure to recognize 
such fractures often means unexpected dis- 
abilities, unexplained pain, impairments un- 
accounted for, and personal embarrassment. 

It is so easy to make mistakes in cases of 
this type and the consequences are poten- 
tially so disastrous that the point merits 
emphasis. Recognition is not the simple 
procedure that one might lightly regard it 
to be. And furthermore, the responsibility 
for recognizing these cases is directly up to 
the industrial physician. He is the first to 
see them and if he fails to recognize them, 
the whole responsibility and its associated 
embarrassment are entirely his. Our own 
records are spotted with histories of that 
type. A few illustrations by way of further 
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emphasis will not be amiss. Details are not 
essential. 


A. J. S.—This patient fell. He had an obvious 
Colles’ fracture, which attracted his’ whole atten- . 
tion and ours. The examination indicated no other 
injuries except minor bruises. A few days later he 
was observed to prefer a high pillow, with neck 
flexed, not his normal position in rest. He com- 
plained of soreness between the shoulder blades. An 
X-ray of neck and spine was negative. A stereo- 
scopic picture a few days later, carefully studied, 
suggested a fracture of a superior articulating proc- 
ess of the fourth cervical. Six months later an 
X-ray showed plainly that he had had a compres- 
sion fracture of the fourth cervical vertebra. 

G. R. T.—The fleshy part of his forearm was 
crushed, pinched. He had an obvious, rather exten- 
sive laceration of the muscles and skin. A week 
later a paralysis of the ulnar nerve appeared. About 
a week still later an impairment of supination was 
found. An X ray showed a fracture of the ulna 
without displacement. 

J. H—He fell a short distance and alighted with 
the instep on a small elevation. Symptoms were 
all in sole of foot, supposedly a strain of the arch. 
Supporting straps of adhesive were applied and later 
an arch support of metal was provided. About two 
weeks later there was a foot drop, and examination 
of leg higher up showed a sensitive spot near the 
head of fibula. X-ray showed fracture of fibula. 

R. P.—Was struck on outer side of knee. Re- 
garded injury as sprain. He complained of pain 
but had no impairment, was thought to be malin- 
gerer. Six months later X-ray showed fracture of 
head of tibia extending into joint. 

M. S.—Tripped on wire. Struck knee. No dis- 
placement. Limped a little, but had no other symp- 
tom. Limping did not clear up, and four weeks 
later X-ray showed transverse fracture of patella 
without displacement. ~ 

S. T.—A brick fell a short distance and glanced 
off fore part of skull. There was a laceration of 
scalp, but no symptoms of intracranial hemorrhage. 
The wound became infected, and patient died of 
meningitis. Prior to death an X-ray showed a 
fracture of skull. 


And then there are the many injuries of 
the fingers, especially those of the finger 
tips, in which there are fractures without 
displacement. These may or may not ex- 
tend into the joints. If such fractures in- 
volve the terminal phalanges, they may end 
in necrosis or felon. If they involve the 
joints they may result in impaired function. 
One should be careful to regard all finger 
injuries as fractures until proven to be 
otherwise. 

_ These are sufficient to illustrate the point, 
which is that most any kind of an injury 
can be accompanied by a fracture. The 
absence of the cardinal symptoms of pre- 
ternatural mobility, deformity, etc., is abso- 
lutely no guarantee against fracture. On 
the other hand, every injury should be ex- 
amined with the expectation of finding a 
broken bone, and should be so considered 
until positively proven to be otherwise. It 
is only through such an assumption that one 
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can avoid the error of allowing a fracture 
to go untreated, and the embarrassing com- 
plications of such an error. 

REDUCTION 

To industrial physicians who refer their 
cases, reduction is no problem. The con- 
sultant does that. If there be no displace- 
ment, and the physician elects to care for 
the patient himself, reduction is still no 
problem. If the physician handles all of his 
fracture cases, he has the problem of re- 
duction, but its consideration is technical 
and has no place in this discussion. The 
subject is mentioned only because it is an 
important element in the proper handling of 
fractures. Generally speaking, displaced 
fractures should be reduced as accurately as 
possible, for reasons that are obvious, 
though accuracy is not always possible nor 
essential to good results. However, it is 
desirable and may be regarded as an ob- 
jective worthy of attainment. 

RETENTION 

Compared with the reduction of a frac- 
ture, its retention in proper position, or 
fixation, during the period of union is much 
more difficult. Great patience and skill are 
required. One must strive to obtain not 
only a satisfactory anatomical repair, but a 
restoration of normal function as well. 

Offhandedly, this might be dismissed with 
the thought that it is a problem for the con- 
sultant, and, true enough, it is. But re- 
turning again to the borderline cases with no 
displacement, the occasions are frequent 
wherein the industrial physician might justi- 
fiedly conclude himself to treat the patient. 
There being no deformity and no abnormal 
mobility, and, possibly, the patient himself 
regarding the injury lightly, one might be 
inclined to think fixation unessential. How- 
ever, failure to apply a cast or a splint in 
cases of this type is a dangerous omission, 
as actual displacement or non-union may 
follow. Witness fractures of the head of 
the radius as an example, or of the styloid 
process of the ulna. Even under the best 
of attention, these injuries may be followed 
by impairment and pain. All fractures, we 
will say, of the extremities, should be 
treated with fixation, whether displaced or 
not. 

Then comes the question, how long should 
the cast or splint be left on? We have un- 
doubtedly progressed far past the day when 
we left casts on six weeks, and spent six 
months trying to bring back function. The 


FRACTURES—SELBY 


643 


modern way is to preserve function while 
getting union, and this is done through pas- 
sive motion, massage and other kinds of 
physiotherapy at stated and rather frequent 
intervals during the treatment. Naturally, 
the cast is removed for this purpose and 
reapplied during the intervals. By this 
method, the patient is discharged at the end 
of the period of union with a minimum of 
functional impairment. 
RESTORATION 

This may be interpreted as the procedure, 
or precedures, necessary to restore function 
after union is complete. To some degree 
all cases require attention of this nature, 
even though skillfully handled, but, general- 
ly speaking, the need for restoration is in- 
versely proportional to the care given the 
case during the period of fixation. If the 
fracture is completely reduced, perfectly re- 
tained, and sufficient ‘attention is given to 
massage and passive motion, there will be 
no need of restoring function, for it will not 
have been lost. However, that is an ideal 
difficult to consummate and exists, probably, 
in theory only. There will be at least the 
necessity of limbering slightly stiffened 
muscles and renewing dexterity or agility. 
This can best be done by putting the patient 
back at work, preferably his regular work, 
if he can be persuaded to take it, and his 
foreman is agreeable to some slowing down 
of production for a few days. From this 
point on the patient conducts the treatment 
himself without conscious effort and so ef- 
fectively as to require slight, if any, pro- 
fessional supervision. 

The foregoing applies to the trifling func- 
tional impairments due chiefly to disuse. 
The problem is much more difficult if there 
be anatomical impairments, such as ad- 
hesions, contractures, and callus formations 
that interfere directly with function and, 
perhaps, cause pain, as they are apt to do. 
Here the problem is difficult in proportion 
to the extent of the impairment and its lo- 
cation, as, for example, those directly affect- 
ing joint motion and the attitude of the 
patient. This latter element, the attitude of 
the patient, is undoubtedly as important as 
any. 

These cases may be divided into two 
classes, those which can be relieved or im- 
proved without operation, and those which 
cannot. The latter class, of course, includes 
those with malalignment, malunion, abnor- 
mal callus formations in relation to joints, 
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and kindred deviations from the normal, so 
situated as to interfere more or less perma- 
nently with joint function. 

Unfortunately, an altogether too large 
proportion of fracture cases come back to 
industrial physicians in this unfinished state, 
most likely because of the nature of the in- 


juries rather than lack of care. However, 
it is a fact that industrial doctors are in a 
far better position to see the effects of im- 
pairments than any others of their profes- 
sion, and to them impairments that other- 
wise might be regarded as inconsequential 
are of considerable moment. 

It is, therefore, a problem of great in- 
terest to industrial physicians, this problem 
of restoration, and they find themselves 
faced with the necessity frequently of tak- 
ing up the care of fracture cases where 
others have left off in the belief the job was 
done, or to await developments prior to re- 
constructive measures of an_ operative 
nature. 

Impairments of the first mentioned class 
are minor impairments, of course, and are 
amenable to physiotherapeutic measures 
means for the application of which indus- 
try is,;or should be, well supplied with. It is 
not within the purview of this paper to 
specify the equipment necessary for this, nor 
the technic of its use. It is sufficient to 
say the industrial doctor should know, ar 
usually does, when and how to use physio- 
therapy. The essential point is that the pa- 
tient should be gotten back at work, work 
of some kind, at the earliest possible mo- 
ment, and given restoration treatments 
while on his job and such as will supplement 
the exercises his work provides.. The basic 
treatment is his work. Physiotherapy sup- 
plies only what his work does not, yet is 
essential to full recovery. Impairments of 
the second class, those that will require re- 
construction, should also be handled in this 
way if the patients are able or can be per- 
suaded to work. This will be discussed 
more fully under the subject of reconstruc- 
tion. 

There are occasionally one or two great 
difficulties in the way of applying the fore- 
going principles of restoration, the patient 
may not be interested in improvement, and 
the foreman may be indifferent, or worse. 
The patient himself is often the greatest 
obstacle. He may be discouraged, have no 


desire for improvement, or too lazy to make 
the effort, but no matter what the reason, 
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he must be persuaded to undertake the task 
and inspired to persevere. This requires the 
exercise of tact, patience and usually all of 
the other fine qualities of mankind. To help 
a patient to restore a shoulder, for example, 
in which the arm is literally clamped to the 
chest wall, is positively one of the finest 
achievements of medicine, and there are 
many of such to the credit of industrial 
medicine. 

Perhaps it is unfair for the doctor to 
take the credit for an achievement of this 
kind, because there are other persons in- 
volved, the patient and his foreman. Even 
so, the doctor directs the strategy, he car- 
ries the patient through his inevitable 
periods of depression, and keeps him eternal- 
ly at it. 

The foreman has been mentioned, and he 
is no insignificant element in the organiza- 
tion for the application of restoration meas- 
ures. Some foremen do not want cripples, 
others nag them, and a few give them 
sympathetic supervision. Fortunate, indeed, 
is the doctor who has foremen who coop- 
erate with him in this phase of his work. 

RECONSTRUCTION 

It is not necessary to define this heading. 
It means just what the word implies. Pos- 
sibly it has been sufficiently considered under 
the previous heading, but it is brought up 
now to emphasize one special point. 

It is seldom that the purely industrial 
physician undertakes to apply corrective or 
reconstructive measures. These are more 
particularly in the province of the consult- 
ant. Nevertheless, he is usually the one to 
decide when reconstructive procedures are 
indicated and it is upon his judgment that 
they are undertaken. 

Though corrective operations may be de- 
sirable and feasible, they are completely 
futile in patients who do not want them, and 
of doubtful value in patients who have had 
prolonged disabilities. Our own experience 
indicates that men over fifty years of age do 
not make good candidates for restoration. 
Having tasted of the fruits of leisure and 
compensation, it takes far more than sur- 
gery can offer to get them interested in daily 
work, and so long as they have the slightest 
excuse for disability they will be disabled. 
The habit of disability is very hard to over- | 
come. 

Therefore, the first essential to success in 
reconstruction is to have a patient who really 
wants to have his condition improved. 
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There may be exceptions to this conclusion, 
but they are few. Of course an indifferent 
patient may change his attitude under skill- 
ful handling, and it is in this respect the 
able industrial physician shows his real 
value. The point is that candidates for re- 
construction must be carefully selected and 
prepared before the procedure is undertaken, 
and they must be encouraged to resume 
work at the earliest possible moment. 


REPLACEMENT 


The basic problem in fractures always is 
to so treat the patient that he can resume 
employment as soon as feasible without 
jeopardizing the functional result. If the 
patient comes through his period of fixation 
with no limitation of function, the problem 
is then a simple one. He goes back to his 
usual work, and, except for a few days of 
slightly reduced production, fits into the 
routine satisfactorily. 

If he has minor impairments, the problem 
is still simple, providing he has a tolerant 
foreman. Conversely, if his foreman is in- 
tolerant, or perhaps just impatient, the 
problem becomes complicated in proportion 
to just how unfavorable the foreman’s atti- 
tude is. Sometimes the situation can be 
relieved by a transfer of the patient to an- 
other department, but it occasionally hap- 
pens there is no opportunity for such a 
transfer; then the doctor’s problem is the 
foreman rather than the patient. The ex- 
ercise of some ingenuity may solve it, and 
may not. Only as a last resort should the 
patient be permitted to revert to disability. 

These same principles apply to the han- 
dling of major impairments, of both classes, 
as previously discussed. Always there is the 
necessity of getting the patient back to pro- 
ductive employment as soon as possible, and 
so guide both his work and treatment as 
to relieve worry, promote confidence, and 
facilitate recovery. In these cases, the doc- 
tor is helped materially if the management 


-can employ the patient during the period of 


restoration without reducing wages, which, 
to the patient, is usually a matter of para- 
mount importance. 


RE-EDUCATION 


The generaily accepted meaning of this 
term as applied to the treatment of frac- 
tures is that process of training through 
which the injured employee is enabled again 
to use a damaged extremity advantageously 
in his regular work or some other in which 
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he can profitably engage. It is essentially 
physiotherapeutic in character, and what 
has already been said relative to restoration 
applies equally well here, except that special 
equipment and personal attention are usual- 
ly necessary. 

REHABILITATION 


This is the whole process of reestablish- 
ing a badly injured employee in industry, 
and it may include the various stages of 
corrective surgery, retraining, etc. These 
last two headings are introduced because 
they are frequently and rather loosely used 
in connection with fractures in industry. 

REMUNERATION 


Commonly called compensation. The 
theory and application of the principle of 
compensation as applied to industrial acci- 
dents is splendid, but it certainly does intro- 
duce an element in many cases highly dis- 
turbing to a conscientious physician. This is 
perfectly clear to the experienced doctor in 
industry, but the influence of compensation 
is so directly reflected in disability periods 
that the subject is worthy of discussion. 
How to distinguish between the real and the 
fictitious disabilities is sometimes the most 
perplexing problem in the whole subject of 
fractures. And how to get a man who is 
over-insured and under-ambitious back on 
the job, even with a good anatomical and 
functional result, is sometimes—well, forty 
white horses can’t do it. Contact with this 
type, and he is often met, tends to make the 
industrial physician cynical, and this is an 
attitude he must strive to avoid. It takes a 
keen mind to separate the wheat from the 
chaff. We have no suggestion. 


SUMMARY 


Every injury should be regarded as ac- 
companied by a fracture until proven other- 
wise. Fractures without displacement should 
be treated the same as any other fracture 
after reduction, by fixation. Physiotherapy 
during and after the period of fixation is 
essential. The patient should be returned 
to work, some kind of work, at the earliest 
possible moment compatible with good re- 
sults. Sympathetic and intelligent super- 
vision on the part of both the physician and 
the foreman are necessary to the reestab- 
lishment of the injured employee on a profit- 
able basis. Corrective operations should be 
undertaken only in carefully selected candi- 
dates. The influence of compensation on 
disability periods must not be overlooked. 
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It is not desired that we close with a 
cynical thought or attitude. On the con- 
trary, the vast majority of fracture cases 
are handled intelligently and scientifically, 
most fracture patients are helpful, grateful, 
and desirous of resuming profitable employ- 
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ment, and the average foreman is helpful 
in working out the program of restoration. 
Some of the most delightful and satisfying 
experiences of our professional career have 
come out of the treating of industrial frac- 
ture cases. 





A PLAN FOR THE CONTROL OF UNCOMPLICATED DIABETES 
MELLITUS 


D. P. FOSTER, M.D., and W. L. LOWRIE, M.D. 
HENRY FORD HOSPITAL, DEPARTMENT OF MEDICINE 
DETROIT, MICHIGAN 


The past seven years has seen a very appreciable change in the treatment of diabetes. 
Dietary regulation still forms the logical basis for treatment, but the discovery of insulin 
in late 1921 and its commercial production caused the Allen treatment by starvation, which 
effected such a remarkable change in mortality, to be no longer necessary. The change 
in a diabetic’s condition, which formerly was accomplished by under-feeding is now ac- 








complished in a way much more agreeable to the patient and doctor. 


tion of the diabetic can now be planned to 
fundamental needs for food. Previously, 
these needs had to be disregarded so the diet 
might fit the disease. 

Many charts and schemes have been de- 
vised as guides for the calculation of dia- 
betic diets. These take into consideration 
the basal caloric and nitrogen requirements 
of the individual, using data that have been 
collected through years of careful metabolic 
research and data that actual trial has 
proven to be trustworthy. In many in- 
stances, however, the system for calculating 
the diet has proven more complicated than 
mastering the original figuring on which the 
chart is based. Further, the calculation 
sometimes carries the figured result to an 
absurd fineness when one considers the pos- 
sible errors in the actual analysis of foods 
and the difference in the actual food value 
of different specimens of the same food, 
and the unavoidable error to be made by 
the patient in weighing or estimating his 
diet. 

Because of the desirability of a short hos- 
pitalization period no time should be lost in 
bringing diabetics under control and deter- 
mining their tolerance for food, and the 
dose of insulin which will be necessary to 
control their blood sugar, if insulin is in- 
dicated. The plan of treatment which fol- 
lows is designed to meet these requirements, 
and prevent an unnecessary period of in- 
capacitation which might follow a period of 
severe under-nutrition. Further, the mental 
depression seen so commonly in diabetics 


The diet prescrip- 
fit not only his diabetic state but also his 





previous to insulin days is now very rare 
when a sustaining diet can be given and a 
good prognosis for the future can be truth- 
fully promised. 

The initial diet given an adult diabetic 
patient without complications is not based 
on the severity of the diabetes but his state 
of nutrition. A weight consideration natu- 
rally divides these patients into three groups: 

1. Those normal weight. 

2. Those under weight 

3. Those over weight 

The data necessary to place a patient in 
one of these groups is: 

1. Age 

2. Height 

3. Actual weight 

4. Estimated normal weight 

This estimated normal weight is taken as 
that which is given in the charts used by 
life insurance actuaries. 

A patient at rest, whose weight is approx- 
imately normal, should receive ‘a diet cal- 
culated to maintain that weight. This 
amount, we believe, is very close to 25 cal- 
ories per kilogram body weight per day. 
Two-thirds of a gram of protein per kilo 
will usually maintain positive nitrogen bal- 
ance. This amount is selected for trial. If, 
however, sufficient nitrogen to cover the 
daily loss of this substance in the urine 1s 
not available in a diet as calculated, enough 





more must be added to the diet to accom- 
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plish this. A diet that permits a negative 
nitgrogen balance should not be permitted 
if the diet is to be used for a long period of 
time. 

With insulin available, no diabetic need 
now have a diet containing less than 50 
grams of carbohydrate. This amount is 
ordered regardless of the severity of the 
diabetes, and is increased as the tolerance 
increases. The blood sugar is brought to 
normal by the use of appropriate amounts 
of insulin, in preference to lowering the car- 
bohydrate allowance below 50 grams. 
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insulin was discovered. Joslin reports nine 
such cases and we have seen two. Very low 
diets for such patients are not only inadvis- 
able, but actually contraindicated. 

Since the advent of insulin the under- 
nourished diabetic can be best helped by a 
diet that more than satisfies his caloric needs. 
The protein requirement, if these patients 
are to do well, must be over 24 gram per 
kilo because it is desirable to have sufficient 
excess of nitrogen to permit the rebuilding 
of glandular and muscular tissue that has 
been broken down because the body has 


PLAN FOR DIETARY AND INSULIN TREATMENT OF 
UNCOMPLICATED DIABETES MELLITUS 



































Age 
Data Necessary Height 
be Weight 
. Est. Wt. 
Calories Protein Fat Carbohydrate Blood Sugar 
Grams Grams grams mgm. per 100 c.c. 
Overweight 1200 55 90 50+ 100 or less 
Sufficient to bring 100 or less 
Normal Weight | 25 per kilo 24 grams per | calories to desired 50+ 
kilo level 
Sufficient to bring 125-150 
Underweight 3000 1 gram per | calories to desired 70+ 
kilo level 

















As the protein, carbohydrate, and calories 
have now been decided upon, the number of 
grams of fat required can be calculated very 
easily. Thus the calories derived from the 
protein and carbohydrate are subtracted 
from the total calories to determine the 
number of calories to be derived from the 
fat. This answer is divided by nine and the 
resulting figure is the number of grams of 
fat required. 

By following this scheme at no time will 
the resulting diet be excessively ketogenic. 
The figure of the K/AK ratio will usually 
fall between one and two, which is very sat- 
isfactory according to most authorities and 
our Own experience. 

The undernourished diabetics present a 
somewhat more difficult problem. Their 
symptoms are usually more severe, both in 
number and kind. Their malnutrition is 
many times the result of their disease, in- 
dexing its severity. Not only must their 
diabetes be controlled, but the results of pre- 
vious metabolic disturbance corrected if this 
is possible. In its most severe form, in very 
malnourished diabetics, death has been 


known to occur from hypoglycemia, before 


been unable to burn carbohydrate foods 
properly. The use of the estimated rather 
than the real weight for calculating the pro- 
tein requirement can be used, and 24 gram 
per kilo allowed, or a trial amount of 1 
gram per kilo used until this factor can be 
checked by laboratory analysis. 

There are two reasons why a carbohy- 
drate allowance of more than 50 grams is 
advisable in this group. The first reason is 
that these patients more easily develop aci- 
dosis, and the second reason is that in order 
to supply the larger number of calories 
more fat is required, which in its turn re- 
quires more carbohydrate to give a K/AK 
ratio that is less than two. . 

Fatigability is a very prominent symptom 
in this group and disappears only when the | 
nutritional level is improved. A gain in 
weight can only be accomplished by ade- 
quate food allowance. The optimum diet is 
prescribed regardless of the severity of the 
diabetes. 

Insulin is used to control the blood sugar 
at a level somewhat above the normal (125- 
150). This is done as insurance against the 
unusually severe hypoglycemic reactions 
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that are otherwise quite common in this 
type of patient. 

One exception to the above scheme should 
be noted and emphasized. No attempt 
should be made to cause a marked gain in 
weight in the aged patient, unless marked 
malnutrition exists. Even in the malnour- 
ished and aged man or woman, no studied 
attempt should be made to bring the weight 
to the estimated normal, for the mortality 
rate of the underweight persons who have 
passed 50 years is better than those of this 
age who are normal weight, and infinitely 
better than the rate of those who are over- 
weight. 

The overweight diabetic offers the most 
favorable group for ease of treatment. 
When weight reduction is accomplished, the 
relative severity of the diabetes is dimin- 
ished, because of the lowering of the basal 
number of calories required. Even if the 
functional ability of the pancreas is not at 
all changed, the severity of the diabetes is 
diminished, if less calories are required 
through weight loss. 

The diet of the obese diabetic can be 
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placed at 1,200 calories. Such a diet usual- 
ly accomplishes a satisfactory weight loss of 
approximately one pound a week. The 
maintenance protein, 24 gram per kilo, is 
prescribed, 50 grams of carbohydrate and 
the balance of the calories in fat. 

In this group, the fundamental principle 
in the treatment of diabetes can be used 
without stint, namely, the principle of un- 
dernourishment. The weight loss must not 
be accomplished too rapidly, however; a 
pound a week after the first two weeks 
should be considered satisfactory. The diet 
should be btilky in order that hunger be ap- 
peased. If the weight loss is too rapid, a 
patient will be clinically worse instead of 
better. Patients differ in the speed which 
it is safe for them to reduce, and the best 
single index of whether the loss is too rapid 
is the blood pressure. If the blood pressure 
drops too rapidly or drops below 100 sys- 
tolic, the diet should be increased to a main- 
tenance level for one week, and then a re- 
duction diet of slightly higher caloric value 
than that first used instituted. 





ACADEMIC COLORS 
FREDERICK C. WARNSHUIS, M.D. 


GRAND RAPIDS, MICHIGAN 


At the Detroit session, the House of Dele- 
gates adopted “Academic Green” as the of- 
ficial color of the American Medical Asso- 
ciation. There are rather interesting his- 
torical details associated with academic col- 
ors, costumes, customs and ceremonials. 

It was in 1887, that the first attempt was 
made to obtain a uniformity in the sig- 
nificance and use of college gowns, colors 
and customs in the United States. In 1895, 
Columbia, Yale, Princeton, New York Uni- 
versity and the University of Pennsylvania 
passed a statute which created a standard. 
This created a uniform system, adaptable to 
any institution and intelligible anywhere. 
Since that date the system has been ac- 
cepted and is observed by practically every 
American college. 


THREE TYPES OF COSTUME 


The distinctions are quite simple, there 
being three types of gowns and three types 
of hoods, for bachelors, masters and doctors 
respectively. The bachelor’s gown is the 
most commonly worn and has long pointed 





sleeves; the master’s gown has a long closed 
sleeve, square at the end which comes well 
below the knee, the arm coming through a 
slit near the elbow; the doctor’s gown is like 
a pulpit or judge’s gown with full round, 
open sleeves and is faced with velvet and 
has three bars of velvet on the sleeves. The 
doctor’s cap has a gold tassel while the 
bachelors and masters wear black. The doc- 
tor’s and master’s gowns are silk, the bache- 
lor’s of worsted stuff. 

The distinctions in gowns follow closely 
the British usage, but the American system 
of hoods is a fine piece of constructive legis- 
lation, there being three distinct forms for 
bachelor, master and doctor, lined with silk 
of the official colors of the institution grant- 
ing the degree and trimmed with velvet of 
the color that represents the department to 
which the degree pertains. 

These colors are: 

White, for arts and letters, comes from 
the white fur of the Oxford and Cambridge 
B. A. hoods. ) ; 

Red, for theology, the traditional color of 
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the church, signifying ardent love and zeal 
for the faith. 

Purple, for law, comes from the royal 
courts of kings. 

Green, for medicine, from the stripe in 
the army surgeon’s uniform and earlier 
from the color of medicinal herbs. 

Blue, for philosophy, the color of truth 
and wisdom. 

Gold Yellow, for science, which signifies 
the wealth contributed by scientific discov- 
eries. 

Pink, for doctors of music, taken from 
the Oxford gown. 

Olive, pharmacy, allied to green, so close- 
ly allied to medicine. 

It will be perceived, therefore, that each 
color represents some degree or profession 
and its selection is based upon some custom 
or historical fact. It is uniform in the 
United States. There is no system of rela- 
tionship in the British universities, each one 
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having an arbitrary independent code. When 
worn in America they are rarely understood 
beyond the fact that red cloth of doctor’s 
shape indicates the possession of some doc- 
torate degree. 

In the Intercollegiate Bureau of Academ- 
ic Costumes of Albany there is a registry of 
the official colors of some two hundred and 
fifty American colleges. More detailed 
authoritative information may be obtained 
by consulting Monroe’s Cyclopedia of Edu- 
cation, Vol. I, and Encyclopedia Americana, 
Vol. 8, under “Costume.” Cottrell & Leon- 
ard of Albany, N. Y., are recognized 
authorities. 

How gowns are to be worn, the Hi Iuve- 
nes and the Academic procession, are inter- 
estingly described in these references. 

No attempt at detail has been made in 
these notes. The quest has been merley to 
indicate the basis for our Academic colors 
and costumes. 
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SOME COMMENTS ON THE 1929 DEATH 
RECORDS 


During the year 1929 there were reported 
to the State Department of,Health, Bureau 
of Records and Statistics, 56,117 deaths, 
which is equivalent to a death rate of 11.9 
per 1,000 of population. This as compared 
to 54,755 deaths reported in 1928, but on 
account of the increasing population the rate 
is identical, namely, 11.9. 

In the consideration of the causes of 
death the most striking increase is in the 
number of deaths due to epidemic cerebro- 
spinal fever or meningococcus meningitis. 
It will be recalled that this disease was epi- 
demic in several parts of the state during 
1929 and resulted in 852 deaths. This as 
compared to 146 deaths in 1928, 45 in 1927, 
42 in 1926 and 19 in 1925. In this disease 
it seems that we always have a few sporadic 
cases and deaths and no doubt in many cases 
the diagnosis is questionable, but when the 
disease becomes epidemic its ravages are 
very high. 

As the principal cause of death, organic 
heart disease still holds first place, as it has 
for many years, there being 8,651 deaths 
from this cause in 1929 as compared to 
8,342 in 1928. This represents more than 


15 per cent of the total deaths from all 
causes. 

Changing the relative rank, cancer now 
occupies second place, which was occupied 
by cerebral hemorrhage in 1928, but in 1929 
cancer had one more death than cerebral 
hemorrhage. There were 4,446 deaths from 
cancer (all forms), an increase of 197 over 
the record in 1928 when there were 4,249. 
Of the subdivisions of cancer we find that 
1,600 of these deaths were due to cancer 
of the stomach and liver, 646 were cancer 
of the female genital organs, 626 cancer of 
the peritoneum and intestines, 378 were can- 
cer of the breast, 121 were cancer of the 
buccal cavity, 117 were cancer of the skin, 
and 958 were cancer of other organs. There 
can be no question but that the number of 
deaths from cancer is increasing. A_per- 
centage of the increase is undoubtedly due 
to better diagnosis, but this should not be 
accepted as an excuse. Cancer is increas- 
ing and this increase should be a challenge 
to those research workers who are working 
on the etiology of this human scourge. 

Cerebral hemorrhage, which occupied 
second place in 1928, dropped to third in 
1929, being, however, just one death behind 
cancer, and with three less deaths than were 
recorded in 1928. 
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The fourth place both years is given to 
accidents. During 1929 there were recorded 
4,133 accidental deaths, this as compared to 
3,862 in 1928. The principal causes of acci- 
dental deaths were, first, automobile acci- 
dents, of which there were 1,418. Falls were 
the cause of 630 deaths. This includes many 
falls of old people on the ice as well as falls 
in the home. Next in importance was 
drowning, for which were recorded 432 
deaths. Burns caused a loss of 321 deaths, 
of which 109 were due to conflagration and 
212 to other forms of accidental burns. 

Railroad accidents resulted in 182 deaths, 
which figure, however, does not include 
deaths due to collision between automobiles 
and railroad trains. This would add 101 
deaths and in addition thereto there were 22 
deaths due to collision between automobile 
and street car or trolley. This makes a 
total, when including the 1,418 automobile 
deaths above, of 1,541 deaths in which the 
automobile was a factor. It is a rule of 
statistical practice to charge a death where 
an automobile and a heavier vehicle are in- 
volved, such as a railroad train or street 
car, to the heavier vehicle, but in this state 
a separate classification is made of these two 
items as indicated above. 

It is a sad commentary on our civiliza- 
tion when almost 714 per cent of all of the 
deaths that occur are due to accidents. It 
seems quite evident that our toll of lives 
from this cause is much higher than it is 
in Europe. In the attempt of the Ameri- 
can delegation to the International Statisti- 
cal Institute to provide for a more careful 
subdivision of accidental deaths in the In- 
ternational List, it was almost impossible to 
secure the interest of any of the European 
delegates. Thev simply refused to regard 
accidents of sufficient importance to justify 
any particularly careful subdivision. 

Tuberculosis, which was in the sixth place 
in the 1928 list of deaths, has advanced to 
fifth place, with onlv, however, a slight in- 
crease in the number of deaths, which ad- 
vanced from 3,108 in 1928 to 3,140 in 1929. 
The rate, however, showed a slight decrease. 
The number of deaths per 100,000 of popu- 
lation for 1929 was 66.8 as compared to 
67.7 in 1928. 

As to the location of the lesions in tuber- 
culosis, we find that of the above 3,140 
deaths, 2,685 were tuberculosis of the lungs; 
219 were tuberculosis of the meninges and 


central nervous system; 75 were tuberculo- . 
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sis of the intestines and peritoneum; 31 
were tuberculosis of the vertebral column 
(Pott’s Disease) ; 8 were tuberculosis of the 
joints (White Swelling); 38 were tuber- 
culosis of other organs, and 84 were dis- 
seminated tuberculosis. 

Chronic nephritis recorded 2,939 deaths, 
a decrease of 230 deaths from 1928 when 
nephritis occupied the fifth place in the list. 
This disease ranks as one of the degener- 
ative diseases and in all of these causes we 
may expect properly an increase in the num- 
ber of deaths as time goes on. 

The seventh in the list is pneumonia, 
which includes the lobar pneumonias and 
those death certificates in which the return 
reads “pneumonia,” unqualified. It does 
not, however, include bronchopneumonia 
when so stated. There were 2,578 deaths 
from this cause as compared to 2,717 in 
1928. Considering the fact that we had a 
rather sharp epidemic of influenza in De- 
cember of 1927 which extended over into 
January of 1928 this decrease in the num- 
ber of deaths was to be expected. This dis- 
ease was in seventh place in 1928 also. 

The eighth cause in both years was pre- 
mature birth, which registered 1,853 deaths 
in 1929 as compared to 1,846 in 1928. There 
can be no doubt but what this cause of 
death can be reduced by good prenatal 
work and the fact that this is such an im- 
portant cause of death should be regarded 
as an incentive to more intensive prenatal 
work. 

The ninth cause of death was influenza, 
of which there were 1,779 deaths, of which 
1,004 were reported as having pulmonary 
complications and 775 in which there was 
no statement of any complications. It will 
be understood that deaths from pneumonia 
following influenza, where this statement is 
made, are chargeable to influenza and not 
to pneumonia. In view of the fact that there 
was no definite epidemic of this disease dur- 
ing 1929 there is, of course, the possibility 
that this number of deaths represents loose 
diagnosis to some extent. This cause of 
death in 1928 was in tenth place and caused 
1,651 deaths. 

The tenth cause of death was broncho- 
pneumonia with 1,638 deaths. This is al- 
ways unsatisfactory as a cause of death be- 
cause it is usually a secondary infection and 
should be charged to the primary cause. It 
is very difficult, however, to get a statement 
that will be clear enough to justify the 
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change in classification. This cause of death 
was ninth in importance in 1928 when there 
were 1,801 deaths recorded to this title. 

These ten principal causes of death rep- 
resent a total of 35,602 deaths or 63 per 
cent of all of the deaths reported. Follow- 
ing in importance in the order of magni- 
tude appears: 








1929 1928 

No. 11—Diseases of the Arteries....1,132 1,201 

No. 12—Diabetes Mellitus.................. 935 905 

No. 13—Meningitis 852 146 

No. 14—Appendicitis 828 746 
No. 15—Diarrhea and _ Enteritis 

(under 2 yearts)............. 802 


It will be noted that the only sharp change 
in this group of five causes was in the case 
of meningitis which has been discussed 
above. 

Adding this group to the preceding ten 
causes we have a total of 40,114 deaths or 
equivalent to 71 per cent of all of the total 
number of deaths. 

In the next five causes we find: 


1929 1928 
No. 16—Congenital Malformations.. 756 733 
No. 17—Endo- and Myocarditis...... 753 642 
No. 18—Angina Pectoris ................-. 712 689 
No. 19—Suicides (all forms).......... 674 653 
No. 20—Puerperal Causes..............-. 617 603 


As was true in the preceding group of all 
five causes there is no material change in 
any of these causes. 

Under the group of puerperal deaths we 
find 256 to be due to puerperal septicemia, 
a very definitely preventable cause. We find 
130 due to puerperal albuminuria and con- 
vulsions, a condition which is at least re- 
ducible if not entirely preventable. Under 
the rules of classification, all puerperal sep- 
ticemia is charged to that particular title re- 
gardless of whether it follows abortion or 
labor. Under the new International List 
which has just been adopted and which is 
in use in this department in 1930, a distinc- 
tion is made in this particular classification. 
Under the new classification abortions with 
septicemia are separately classified so that 
it will be possible that the distinction be- 
tween those cases in which the septicemia 
followed abortion and which particular 
group of septicemias are much more diffi- 
cult to prevent than those which follow labor 
as this condition frequently follows the il- 
legal operation and is, of course, quite diffi- 
cult to control. 

These twenty causes represent 43,626 
deaths or 78 per cent of all deaths. 

In the next group of diseases the most un- 
satisfactory showing is in the case of diph- 
theria which showed an increase of 114 
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deaths, equivalent to about 30 per cent over 
the record for 1928. Syphilis, which caused 
almost 400 deaths, is another disease that 


- will profit under the new type of classifica- 


tion when distinction will be made between 
congenital and acquired syphilis. These 25 
causes of death cover a total of 45,988 
deaths, equivalent to 82 per cent of all deaths 
that occurred. This leaves only about 10,000 
to be distributed among the other 175 causes 
of death. 














1929 1928 

No. 21—Senility 561 584 
No. 22—Hernia and Intestinal Ob- 

struction 500 506 

No. 23—Diphtheria 498 384 
No. 24—Ulcer of the Stomach and 

Duodenum 406 356 

No. 25—Syphilis 397 3% 





In the seasonal distribution of deaths, by 
far the greatest number occurred in Janu- 
ary and the smallest in August. The fol- 
lowing table shows the number of deaths 
reported each month, together with the daily 
average, which, of course, adjusts the dif- 
ference in the length of the month. 

Number of Daily 






































Deaths Average 
January 6,844 220.8 
February 4,526 161.6 
March 5,092 164.3 
April 4,845 161.5 
May 5,237 168.9 
June ...... 4,344 144.8 
July 4,259 137.4 
August 4,058 130.9 
September 4,147 138.2 
October 4,287 138.3 
November 3,977 132.6 
December 4,501 145.2 


It will be observed that about 55 per cent 
of all of the deaths are within the first six 
months. 

In addition to those diseases which have 
been commented upon above, we note of 
peculiar interest the deaths from the com- 
municable diseases as follows: 




















Typhoid Fever ; 81 
Smallpox 6 
Undulant Fever 3 
Measles 146 
Scarlet Fever 145 
Whooping Cough 255 
Diphtheria 498 





One disease which seems to be of increas- 
ing importance is lethargic encephalitis, te 
which item are charged 55 deaths. 

Another very important cause of death 
was 395 deaths that were due to homicide; 
this as compared to 330 homicides in 1928. 
It would seem from this that the reduction 
of the death rate is not entirely a public 
health and medical problem but also, in a 
measure, a police problem. 


—W. J. V.D. 
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Official Program —110th Annual Meeting, Michigan State Medical 
Society—Benton Harbor, Mich., Sept. 15, 16, 17, 1930 


OFFICIAL CALL 


The Michigan State Medical Society will 
convene in annual session, in Benton Har- 
bor, on September 15, 16 and 17, 1930. The 
provisions of our Constitution and By-Laws 
and the official program will govern the 
business and transactions of this annual ses- 
sion. 

J. D. Brook, President 
R. C. Stone, Council Chairman 
H. J. Pyxe, Speaker. 
Attest: 
F. C. WARNSHUIS, Secretary. 


DAILY. SCHEDULE 


Sept. 14—Hortret Wuirtcoms, ST. JOSEPH. 
6:00 P. M.—Meeting of the Council. 
Sept. 15—HotTet Wuitcoms, St. JOSEPH. 

10:00 A. M.—House of Delegates. 
2:00 P. M.—House of Delegates. 
7:30 P. M.—House of Delegates. 
Sept. 16—SonNnER HALL, BENTON HARBOR. 
9:15 A. M.—Scientific Sections. 
1:30 P. M.—Scientific Sections. 
7:30 P. M.—First General Session. 

Sept. 17— 

9:15 A. M.—Scientific Sections. 
12:00 M.—Second General Session. 
1:30 P. M.—Scientific Sections. 

Registration: Sonner Hall. 

Scientific Exhibits: Sonner Hall. 

Commercial Exhibits: Sonner Hall. 

House of Delegates: Meets in Ball Room 
of Hotel Whitcomb, St. Joseph, on Mon- 
day, September 15, at 10:00 A. M. 

Surgical Section: Meets in Peace Temple, 
Across Street from Sonner Hall. 


FIRST GENERAL SESSION 


Place: Main Auditorium, Sonner Hall. 

Time: September 16, 7:30 P. M. 

President: J. D. Brook, Grandville. 

Secretary: F.C. Warnshius, Grand Rapids. 

1. Call to Order. 

2. Invocation—Howard D. Blanning, D.D. 

3. Welcome—President J. J. McDermot, Berrien 


County Medical Society. 

Announcements—The Secretary. 

In Appreciation—The Council. 

President’s Annual Address—J. D. Brook, 
Grandville. 

7. Address: “Fundamental Americanism”’—Gus. 
W. Dwyer, Professor of Economics, Vander- 
bilt University, Nashville, Tenn. 

Nominations for President. 

Resolutions. 


Ov On 


oO 


SECOND GENERAL SESSION 


Time: September 17. 

Place: Sonner Hall. 

Call to Order. 

Report of Nominating Committee. 
Introduction of President. 
Resolutions. 

Adjournment. 


Vir onr 


SCIENTIFIC SECTIONS 


Section on General Medicine 


Chairman: Wm. Norturup, Grand Rapids. 
Secretary: Mitton R. SHaw, Lansing. 


MORNING SESSION 
September 16—9:15 A. M. 


1. Chairman’s Address — Dr. 
Northrup, Grand Rapids. 

2. “A Survey of the Pollen Situation in 
Detroit and Its Application in the 
Treatment of Hay Fever and Asthma’ 
—Dr. George L. Walbott, Detroit. 

3. “Therapeutic Application of Ultraviolet 
Radiation’—Dr. Willis Peck, Ann Ar- 
bor. 

4. “Bacteriophage in Infectious Disease” 
—Dr. N. W. Larkum, Lansing. 

5. “Diagnosis and Significance of Cyano- 
sis, Hyperpnea and Allied Condi- 
tions’ —Dr. Plinn F. Morse, Detroit. 

6. “Intestinal Disorders: Necessity for 
Specific Diagnosis and Rational Ther- 
apy ’—Dr. Elmer L. Eggleston, Battle 
Creek. 


William 


AFTERNOON SESSION 
September 16—1:30 P. M. 


7. “A Clinical Study of Myxedema in 
Michigan”—Dr. H. H. Riecker, Ann 
Arbor. 

8. “Diagnosis of Mild Hyperthyroidism”’ 
—Dr. William Vis, Grand Rapids. 

9. “The Neurological Side of Hyperthy- 
roidism’”—Dr. C. D. Camp, Ann Arbor. 

10. “Hypometabolism, a Factor in High 
Blood Pressure”—Dr. Wilbur E. Post, 
Chicago. 

11. “Arterial Hypotension’—Dr. M. A. 
Mortensen, Battle Creek. 
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MORNING SESSION 


September 17—9:15 A. M. 
SYMPOSIUM ON PEPTIC ULCER 


Joint Meeting of Sections in Medicine 


1. 
2, 


Chairman: 


and Surgery 


“Medical Management of Peptic Ul- 
cer’—Dr. Ralph C. Brown, Chicago. 
“The Roentgenological Diagnosis of 
Peptic Ulcer’”—Dr. A. W. Crane, Kala- 
mazoo. 

(See Surgery Section program for 
other papers this morning. ) 


AFTERNOON SESSION 
September 17—1:30 P. M. 


Election of Chairman and Secretary. 
“Osteogenic Sarcoma: Report of a 
Case”—Dr. L. E. Holly, Grand Rapids. 
“Electrocardiographic Observations on 
an Exposed Heart, with a Review of 
Bundle Branch Block Cases’”—Dr. Paul 
S. Barker, Ann Arbor. 
“Tachycardia’—Dr. Louis M. War- 
field, Milwaukee. 

“Cardiac Pain and Its Differential 
Diagnosis”—Dr. Hugo A. Freund, De- 
troit. 

“Anemia of Nephritis’—Dr. 
Verity, Battle Creek. 


L. &. 





Section on Surgery 
Watter L. Frinton, Jackson. 


Secretary: GROVER C. PENBERTHY, Detroit. 


2 


MORNING SESSION 
September 16—9:15 A. M. 


Chairman’s Address: “The Group 
Practice of Medicine’—Dr. Walter L. 
Finton, Jackson.. 

“Observations on Chronic Appendi- 
citis’—Dr. Frederick A. Coller, Ann 
Arbor. 


A study of a series of 350 cases with particu- 
lar reference to a comparison of two groups— 
one in which operation was done early and 
the second in which operation was performed 
late in the course of the disease. An analysis 
of the principle diagnostic points and errors. 
A plea for operation on diagnosis. 
Discussion—Dr. R. C. Stone, Battle 
Creek; Dr. G. A. Seybold, Jackson. 
“Gall-bladder Disease, Diagnosis and 
Indications for Operation”’—Dr. Roy 
D. McClure, Detroit. 

Degree of pathological change necessary to 
cause symptoms which may have little to sug- 
gest primary infection of biliary tract. Classi- 





Jour. M.S.M.S. 


cal symptoms indicate only rather advanced 
state of disease. Methods now used for early 
diagnoses. Examination of bile obtained 
through duodenal tube. Cholecystography. 
Medical measures and their limitations. Indi- 
cations for operation. 


Discussion—Dr. C. D. Brooks, Detroit: 
Dr. Charles E. Boys, Kalamazoo. 
“Treatment of Fractures’—Dr. Paul 
A. Magnuson, Chicago. 
Discussion—Dr. F. C. Kidner, Detroit; 
Dr. F. C. Warnshuis, Grand Rapids. 


AFTERNOON SESSION 
September 16—1:30 P. M. 


“Thyroidism with Unusual Clinical 
Manifestations’—Dr. Max Ballin, De- 
troit. 

Dysfunction of the thyroid, reflected roughly, 
in over-activity or insufficiency has been well 
studied and is well understood. Dysfunction 
of several of the other glands of internal 
secretion are not so well known, but lead to 
a well defined clinical state, both by over and 
under activity. Clinical syndrome due to over 
and under activity of the adrenal, pancreatic 
island and parathyroid are discarded. In.addi- 
tion some general remarks in relation to the 
thyroid and hypophysis. 

Discussion—Dr. Henry J. Vanden 
Berg, Grand Rapids; Dr. Plinn F. 
Morse, Detroit. 

“The Treatment of Acquired Contrac- 
tures of the Hand’—Dr. Sumner L. 
Koch, Chicago. 

Discussion—Dr. Edward C. Davidson, 
Detroit; Dr. A. C. Hall, Detroit. 
“Modern Trend in Anesthesia”—Dr. 
Frank J. Murphy, Detroit. 


Anesthesia primarily to control pain. No one 
method or agent universally suitable. Tenden- 
cy toward combined anesthesia. Need for 
modern apparatus stressed. Anesthesia as a 
specialty. Dental anesthesia criticized. Im- 
portance of control in anesthesia. Some faults 
and virtues of agents and methods in current 
use. Carbon dioxide mentioned as adjunct to 
anesthesia. 


Discussion—Dr. Myra E. Babcock, De- 
troit; Dr. Wm. T. Shannon, Detroit. 
“Medical Diathermy in Urology”—Dr. 
Robert McArthur, Detroit. 


A. The physiological effects of diathermy. 
B. The technic of treatment illustrated by 
lantern slides with the results obtained in: 
(1) 39 cases of acute anterior urethritis; (2) 
7 cases of periurethritis; (3) 20 cases of 
posterior urethritis; (4) 36 cases of acute 
epididymitis; (5) 34 cases of acute prostatitis; 
(6) 73 cases of chronic prostatitis and seminal 
vesiculitis; (7) 14 cases of gonorrheeal arthri- 
tis; (8) 8 cases of prostatism. C. Does 
diathermy applied to an epididymitis cause 
sterility? D. Discussion. 

Discussion — Dr. Alvin Thompson, 


Flint ; Dr. Robert E. Cumming, Detroit. 
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MORNING SESSION 
September 17—9:15 A. M. 


Joint MErtinc oF MEDICAL AND 
SURGICAL SECTIONS 


Symposium on Duodenal and Gastric Ulcer 


“The Cause and Control of Gastric 
Acidity”—Dr. George W. Crile, Cleve- 
land. 


Evidence will be presented which indicates 
that peptic ulcer is caused by hyperacidity and 
that acidity is controlled by the thyroid gland. 
The activity of the thyroid gland is controlled 
by the nervous system and the adrenals. Gas- 
tric ulcer, therefore, may be attacked (1) by 
controlling the nervous system, that is, mental 
and emotional processes, (2) by medical con- 
trol of the hyperacidity, that is, by alkaline 
treatment, (3) by removal of the secreting 
glands, that is, by partial gastrectomy, (4) in 
cases of recurrent ulcer by partial thyroid- 
ectomy, and (5) denervation of the adrenal 


glands. 
“Medical Management”—Dr. Ralph C. 


Brown, Chicago. . 
“Roentgenological Diagnosis’”—Dr. A. 
W. Crane, Kalamazoo. 


“Surgical Management”’ 
Judd, Rochester. 


Peptic ulcer is a very much more common dis- 
ease than is generally realized. In the begin- 
ning a comparatively simple lesion is present. 
Often this heals after a period of a few weeks 
and no further symptoms occur. In many in- 
stances healing can be induced by proper man- 
agement and diet. Since we know that some 
of the ulcers do heal spontaneously and that 
others may be made to heal, young people 
should have the benefit of a carefully regu- 
lated dietary regimen before any surgical 
treatment is considered, especially if the 
symptoms are not severe and the history is of 
short duration. In the event this fails or can- 
not be carried out satisfactorily, surgical 
treatment is indicated. If the symptoms have 
persisted for a long time and if there is evi- 
dence of hemorrhage, perforation or obstruc- 
tion, surgical treatment should be carried out 
without delay. In any case in which an opera- 
tion is required, the surgical treatment should 
be conservative as it has been shown that 
satisfactory results are obtained by this 
method. If the ulcer is on the lesser curva- 
ture of the stomach it should be excised if 
this can be done without causing too much 
deformity, but this procedure should be ac- 
companied by a gastroenterostomy since the 
excision of a portion of the lesser curvature 
may possibly interfere with the gastric mo- 
tility. In the event the ulcer is large and 
near the pylorus, a partial resection of the 
stomach should be made. Frequently mid- 
gastric resection is suitable if the ulcer is 
situated above the middle of the stomach. The 
operation of choice for duodenal ulcer is the 
excision of the cap of the duodenum with the 
lesion together with the anterior two-thirds of 
the pyloric sphincter muscle, making closure 
by uniting the stomach to the duodenum, which 
results in a gastroduodenostomy. If this pro- 
cedure cannot be carried out because of de- 


—Dr. E. Starr 
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formity and fixation of the duodenum, then 
the best plan is to perform a posterior short 
loop gastroenterostomy. The great wave of 
enthusiasm for resection of the stomach for 
duodenal ulcer or small ulcer on the lesser 
curvature of the stomach is rapidly passing 
by. While the results of conservative surgical 
treatment are not perfect, nevertheless they 
are more satisfactory than those obtained by 
removal of a large part of the stomach. 


‘Postoperative Jejunal Ulcers and 
Complications following Surgical 
Treatment”—Dr. Norman M. Allen, 


Detroit. 

Postoperative jejunal ulcers occurring after 
the surgical treatment of gastric or duodenal 
ulcers where either gastric resection or gastro- 
enterostomy has been performed varies, ac- 
cording to some authors, from 2 per cent to 
10 per cent, the time of this recurrence also 
varying from a few weeks to eleven years. 
It is also stated that hereditary physical 
make-up and gastric mechanism has a definite 
etiological factor on the original ulcer and 
on the recurrence, this condition occurring 
frequently in the same families. However, 
there are many theories advanced, some of 
which are that the anastomosis had been badly 
placed, resulting in improper functioning of 
the stoma, use of clamps and so forth. From 
our observation, the treatment of choice in 
marginal ulcer when the primary operation 
was gastroenterostomy, is disconnection of 
the gastroenterostomy, resection ‘of the ulcer, 
repair of the jejunum and stomach, providing 
there is no stenosis in the pylorus, thus allow- 
ing the stomach to empty in its normal way. 
Where partial gastrectomy has been _per- 
formed, excision of the ulcer with small en- 
terostomy tube introduced into the jejunum to 
place the former ulcer bearing area at abso- 
lute rest for several days. 


AFTERNOON SESSION 
September 17—1:30 P. M. 


Election of Officers. 
“End-Results in Cancer”—Dr. Richard 
R. Smith, Grand Rapids. 
Discussion—Dr. C. W. Halliday, De- 
troit; Dr. Harry C. Saltzstein, Detroit. 
“Tleus with Report of Two-Stage Op- 
eration’—Dr. Harry B. Knapp, Battle 
Creek. 

Intestinal obstruction mortality at present is 
about 40 per cent. High mortality due to 
delay in operating. Acuteness of onset de- 
pends on degree of strangulation, and the site 
of obstruction. Ninety-one per cent of ob- 
structions of colon are due to carcinoma. 
Eighty-eight per cent of small intestinal ob- 
structions are due to adhesions or intestinal 
strangulation. Early obstruction easily man- 
aged by immediate surgery. Late operation 
requires greatest surgical skill and judgment 
to handle developing complications. 
Discussion—Dr. J. G. Manwaring, 
Flint; Dr. Wm. R. Clinton, Detroit. 
“The Management of Filiform Stric- 
tures and Their Complications’”—Dr. 
Reed M. Nesbit, Ann Arbor. 
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Discussion—Dr. Harry W. Plagge: 
meyer, Detroit; Dr. Wm. J. Butler, 
Grand Rapids. 





Section on Gynecology and Obstetrics 


Chairman: Harotp HENDERSON, Detroit. 
Secretary: Harry M. NE tson, Detroit. 


MORNING SESSION 
September 16—9:15 A. M. 


“Sterility: Its Management in an Or- 
ganized Clinic’—Alexander Campbell 
and J. Duane Miller, Grand Rapids. 
Title to be announced—Dr. Wilkins, 
Ann Arbor. 

Title to be announced—Clarence E. 
Toshack, Saginaw. 

“The Use of X-ray in Obstetrical and 
Gynecological Diagnosis’—Irving F. 
Stein, Chicago. 


AFTERNOON SESSION 
September 16—1:15 P. M. 


“‘Ascheim-Zondak Test for Pregnancy’” 


—Harold Mack, Detroit. 

“Relation of Pelvic Inclination and 
Lumbar Index in Obstetrics’—Cleary 
Swanson, Detroit. 

“Atrophic Vulvitis and Cancer of the 
Vulva’”—M. Smeltzer and H. M. Nel- 
son, Detroit. 


‘Diagnosis of Contracted Pelvis’— 
David S. Hillis, Chicago. 


MORNING SESSION 
September 17—9:15 A. M. 


“Use of Avertin in Obstetrics and 
Gynecology”—J. M. Pierce, Ann Ar- 
or. 

“Dermoid Cysts of the Ovary”—Har- 
old Furlong, Pontiac. 

Title to be announced—Carey Culbert- 
son, Chicago. 

“Trichomonas Vaginalis Infection of 
the Vagina” —George Kamperman, De- 
troit. 


AFTERNOON SESSION 
September 17—1:15 P. M. 
Election of Officers. 
“Eclampsia, A Preventable Disease’— 
E. B. Anderson, Grand Rapids. 
Title to be announced—Paul W. Wil- 
lits, Grand Rapids. 
Title to be announced—F. H. Falls, 
Chicago. 
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Section on Pediatrics 


Chairman: T. D. Gorpon, Grand Rapids. 
Secretary: JoHN Parsons, Ann Arbor. 


MORNING SESSION 
September 16—9:15 A. M. 


“Behavior Disorders in Childhood and 
the Relation to the Pediatrician” —Dr. 
Louis A. Schwartz, Director Clinic for © 
Juvenile Research, Detroit. 


Brief discussion of the history and newer as- 
pects of mental hygiene. In our Detroit Clinic 
for Juvenile Research, Yale University, we are 
endeavoring to correlate and evaluate the soci- 
ological, familial, physical, laboratory, psycho- 
logical and neuro-psychiatric findings in a 
series of young, delinquent children, who are 
being studied over a five-year period, in order 
to determine some of the underlying mechan- 
isms of conduct. 


“Behavior Problems in School Chil- 
dren’”—wWillard C. Olson, Associate 
Professor of Education, and Director 
of Research in Child Development, 
University of Michigan, Ann Arbor. 


The paper will be concerned with the discus- 
sion of some of the common conduct disorders 
and nervous habits in children and their rela- 
tion to such factors as age, sex, intelligence, 
school achievement, family history, habit for- 
mation, nutritional status, fatigue and imita- 
tion. The topic will be introduced by a brief 
account of the program in child development 
being initiated by the University of Michigan. 


“Child Guidance’—Dr. Leo Henry 
Bartemeier, Detroit. 


Practical experiences of a psychiatrist working 
with a group of Pediatricians on a consulta- 
tion basis over a period of six months; nature 
of problems encountered; methods employed 
and therapeutic results obtained from said pro- 
cedure. 


Title to be announced—Orus Ray 
Yoder, M.D., Assistant Superintendent 
Kalamazoo State Hospital, Kalamazoo. 


The etiology and pathology of most mental 
diseases is as yet vague, indefinite, and largely 
theoretical. The cure is equally obscure and 
uncertain. In our mental hygiene work we 
must continually guard against arrogance, 
against new cures, and promises not based on 
scientific facts, which may later be exploited 
and discarded. What the mental hygiene 
movement needs is not propaganda or pub- 
licity, but scientific men whose intellectual 
integrity will outweigh the desire for fame 
or fortune. 


AFTERNOON SESSION 
September 16—1:30 P. M. 


“Tuberculosis in Children”—Dr. Henry 
D. Chadwick, Detroit. 


The type of disease as shown in infants and 
very young children reveals the evolution of 
the disease from the very early to the later 
phases showing partial healing by fibrosis and 
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calcification. The different phases are illus- 
trated by lantern slides. 

A discussion of the type of cases that should 
have special treatment. 

“The Diagnosis and Treatment of 
Pulmonary Tuberculosis in Childhood” 


—Dr. Daniel Hudson, Ann Arbor. 

A consideration of experiences with tubercu- 
losis in childhood at Dr. Armand- Delille’s Clinic 
in Paris. Early lesions in childhood and meth- 
ods of diagnosis. Discussion of his treatment. 


“Specific Infections of Infancy and 
Childhood”—Dr. Isaac A. Abt, Pro- 
fessor of Pediatrics, Northwestern Uni- 
versity, Chicago. 


“Diagnosis and Treatment of Acute 
Osteomyelitis in Children’—Dr. Gro- 
ver C. Penberthy, Associate Professor 
of Surgery, Detroit School of Medi- 
cine. 

Brief discussion of the usual history presented 
by these patients with a review of the inci- 
dence of this disease in different classes of 
children. A practical plan for working out the 


diagnosis and careful consideration of the treat- 
ment. 


MORNING SESSION 
September 17—9:15 A. M. 


“Chronic Nephritis in Children’”—Dr. 
M. Cooperstock, Ann Arbor. 


Discussion of the various types and frequency 
of chronic nephritis in children. Comparison 
with the chronic nephritis of adults. Considera- 
tion of some of the outstanding clinical features 
of chronic nephritis with special reference to 
the significance of certain related alterations 
in the blood chemistry. 

’—Dr. Floyd 


“Kidney Functional Test’ 
H. Lashmet, Ann Arbor. 


This paper will be concerned with a discussion 
of the various types of kidney functional tests 
and their evaluation. Description of the tech- 
nic used in our clinic. 


“Acidosis, Alkalosis and Dehydration” 
—Dr. Alexis F. Hartman, Associate 
Professor of Pediatrics, Washington 
University, St. Louis, Mo. 

The chemical composition of the body fluids 
and the normal means of their maintenance are 
illustrated. The effects of various abnormal 
conditions which lead to dehydration with 
acidosis or alkalosis are then discussed. A 
simple rational means of therapy is then pre- 
sented. 

“Diagnosis and Treatment of Common 
Skin Diseases in Childhood”—Dr. 
Clark W. Finnerud, Assistant Clinical 
Professor of Dermatology, University 
of Chicago, Chicago. 

This paper will include discussion of eczema, 


seborrheic dermatitis, impetigo, scabies, ring- 
worm, birthmarks and other affections. 
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AFTERNOON SESSION 
September 17—1:30 P. M. 


Election Chairman One Year. 


“The Prevention of Rickets in Pre- 
mature Infants by Use of Viosterol”— 
Dr. Earl W. May, Detroit. 

It is clearly demonstrated in this paper that 
rickets can be prevented in premature infants 
by the use of Viosterol if dosage is sufficient. 
The material in this paper covers 1% years’ 
work on a large series of cases that has been 
checked clinically and through blood chemistry 
studies and X-ray. i 

“Clinical Use of Viosterol’’ — Dr. 


Henry G. Poncher, Chicago. 

In our work we have established a daily mini- 
mum prophylactic dose for the average normal 
infant from birth to one year. Premature and 


rapidly growing infants demanded special con- 
sideration. 


“Relation of Diet to Dental Caries’ — 
Dr. R. W. Bunting, Professor of Oral 
Histology and Pathology, School of 
Dentistry, Ann Arbor. 


This paper will be a review of the recent ex- 


* perimental work that has been done by several 


different groups on the relation of diet to the 
decay of teeth. An analysis and review of the 
work of May Mellanby, Sherman Davis and 
M. T. Hanke will be given and the results of 
a feeding experiment which we ourselves have 
conducted, including over 400 children in whom 
dental decay was almost entirely eliminated 
over a period of one year. 


“Report of a Case’”—Dr. Elmer L. De- 
Gowin, Ann Arbor. 
Anaphylactic shock following tetanus anti- 


toxin given in small and divided doses. Brief 
review of the literature. 





Section on Ophthalmology and 
Otolaryngology 


MORNING SESSION 
September 16,—9:15 A. M. 


Round Table Conferences: 
Eye Section: Dr. Harry Gradle, Chicago 
Ear, Nose, Throat Section: Dr. A. C. 


Furstenberg, Ann Arbor 
AFTERNOON SESSION 
September 16—1:30 P. M. 


Chairman’s Remarks. 

“A Statistical Analysis of Ophthalmic 
Patients’—Dr. Harry Gradle, Chicago. 
Discussion opened by: Dr. Parker 


Health, Detroit; Dr. John R. Rogers, 
Grand Rapids. 

“Carcinoma of Larynx’—Dr. A. C. 
Furstenberg, Ann Arbor. 








Discussion opened by: Dr. James T. 
Mills, Grand Rapids; Dr. Lee Simpson, 
Detroit. 

4. “Hysterical Mastoiditis’ 
McClelland, Detroit. 
Discussion opened by: Dr. C. T. Proutt, 
Detroit; Dr. Emil Amberg, Detroit. 

5. “Anesthesia in Head and Neck Sur- 
gery: Various Types and Methods’— 
Dr. Reuben Manrits, Grand Rapids. 
Discussion opened by: Dr. Chas. W. 
Ellis, Lansing; Dr. A. R. McKinney, 
Saginaw. 


MORNING SESSION 
September 17—9:15 A. M. 


Round Table Conferences: 
Eye Section: Dr. Walter Parker, Detroit 
Ear, Nose, Throat Section: Dr. Samuel 
Iglauer, Cincinnati 


AFTERNOON SESSION 


Election of Chairman and Secretary 


*— Dr. Carl 


1. “Deep Suppuration in the Pharynx 

and Neck as it Concerns the Laryngolo- 

gist’—Dr. Samuel Iglauer, Cincinnati. 

Discussion opened by Dr. Neil I. Bent- 

ley, Detroit; Dr. Carl G. Wencke, Bat- 

tle Creek. 

“Detachment of the 

Walker Parker, Detroit. 

Discussion opened by: Dr. Robert J. 

Laird, Grand Rapids; Dr. Howell L. 

Begle, Detroit. 

3. “Radical Surgery of the Frontal 
Sinuses”—Dr. H. O. Westervelt, Ben- 
ton Harber. 

Discussion opened by: Dr. Ferris 
Smith, Grand Rapids; Dr. J. K. Heck- 
ert, Lansing. 

4. “Todized Oil Injection into the Sinuses”’ 
—Dr. E. L. Whitney and Dr. H. P. 
Doub, Detroit. 

Discussion opened by: Dr. Robert H. 
Fraser, Battle Creek; Dr. Wm. E. Mc- 
Garvey, Jackson. 


iS 


Retina’”—Dr. 





HOUSE OF DELEGATES 


Place: Hotel Whitcomb, St. Joseph. 

Time: 10:30 A. M., September 15. 
Speaker: H. J. Pyle, Grand Rapids. 
Secretary: F. C. Warnshuis, Grand Rapids. 


ORDER OF BUSINESS 


1. Call to Order. 
2. Roll Call and Report of Credentials Committee. 
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Speaker’s Address—H. J. Pyle. 

President’s Address—J. D. Brook. 

Annual Report of the Council—R. C. Stone. 

Appointment of Reference Committees. 

Election of Nominating Committee. 

Note: No two members from one Councilor 
District shall be elected on the Nom- 
inating Committee. 

Duty of Nominating Committee: 

(a) Supervise Ballot for President. 

(b) Nominate Vice Presidents. 

(c) Nominate A. M. A. Delegates to succeed: 
C. S. Gosline, J. D. Brook, A. W. Horn- 
bogen, and Alternates J. Wessinger, C. 
E. Boys and J. G. R. Manwaring. 

(d) Designate place of next Annual Session. 

8. Reports of Committees: 

Medical Education. 
Public Health. 
Legislation. 
Tuberculosis. 
Civic and Industrial Relations. 
Medical History. 
Delegates to the A. M. A. 
Venereal Prophylaxis. 
9. Resolutions and New Business. 
10. Recess. 


ee ee 


SECOND SESSION 
2:30 P. M. 


Roll Call. 

Report of Reference Committees. 
Revision of Constitution and By-Laws. 
Unfinished Business. 

New Business. 


THIRD SESSION 
7:30 P. M. 


wig Pe 


Roll Call. 
Report of Reference Committees. 
Report of Nominating Committee. 
Elections : 
(a) Vice Presidents. 
(b) Place of Annual Session. 
(c) Delegates and Alternates to A. M. A. 
(d) Councilors: 
First District 
Second District 
Third District 
(e) Speaker. 
(f) Vice-Speaker. 
5. Unfinished Business. 
6. Adjournment. 


ePpr 





COMMITTEE REPORTS 
TUBERCULOSIS 


As chairman of the Committee on Tuberculosis 
I wish to state that we have no recommendations 
to the House of Delegates, but we have been very 
favorably impressed with the following points: 

(1) The increase of available beds for tuber- 
culous patients in the state. Although this is not 
what many desire, there is a slow but steady prog- 
ress. 

(2) Through the efforts of our State Medical 
Society conferences and clinics there is a much 
keener perception in diagnosis and cases of tuber- 
culosis are found much earlier, which, as a rule, 
means better chances of recovery, less economic 
waste and more happiness. 

(3) The general attitude of the public has 
changed materially. It is more receptive towards the 
tuberculosis solution. There is a greater tendency 
towards codperation with the: family physician, 
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sanatorium head and health officer. Physicians who 
are confining their time exclusively to the diagnosis 
of tuberculosis are showing more conservative atti- 
tudes in the diagnosis of early tuberculosis and are 
insisting on a thorough general investigation before 
a final diagnosis is made. 

Stuart PritcuHarp, M.D. 


HOSPITAL SURVEYS 


To the House of Delegates: 

There has been no occasion for our committee 
to convene during the year 1929-30, consequently I 
have no report to present. 

C. F. DuBors, M.D., Chairman, 
A. M. A. Hospital Survey Committee. 


COMMITTEE ON PUBLIC HEALTH 


Your Committee on Public Health begs to make 
the following report: 

We ask for your indulgence in a certain lack of 
actual constructive work for the past year, calling 
attention to the fact that a new chairman and a 
practically new committee were called upon to act. 
It has been a somewhat inactive committee for sev- 
eral years, and yet we feel that there is a lot of 
necessary constructive work that should be given 
their earnest attention this coming year. 

This committee has usually been closely associated 
with the State Board of Health in any codperative 
movement between that body and the medical frater- 
nity of Michigan. The past year has called for no 
such action. We have at present a new Commis- 
sioner of Health for our State, who may, or may 
not, feel the necessity of codperation with us. In 
case such action should arise, however, we shall be 
ready to lend any aid that is necessary. 

It is a great loss to the members of this com- 
mittee in no longer having the leadership of Dr. 
Guy Kiefer, who has given so much to the State 
of Michigan in public health work, and we feel that 
a great deal of credit should go to the past mem- 
bers of this committee, who worked with him at the 
time of his induction into office, to restore the 
public health work to the medical fraternity of 
Michigan. 

It is the opinion of this committee that a newer 
type of public health work is coming into existence. 
We wish to call attention to the work of the Joint 
Committee on Public Health which, although not 
connected with this committee as originally con- 
ceived, still is carrying on work which we feel will 
be far reaching in its effect, that is the teaching 
of health to the coming generation, and essentially 
striving for the same ultimate end as your Public 
Health Committee. 

This brings us to the recommendations which we 
wish to lay before the members of the House of 
Delegates and ask for your consideration. If you 
consider our recommendations as worth while and 
constructive, we ask that you take action which will 
give us your consent to pursue further research and 
investigation into the problems which we will enum- 
erate. 

We have two projects that are receiving consider- 
able attention by the lay public as well as the profes- 
sion at the present time. Some of these problems 
which we propose to enumerate may seem obscure 
and call for considerable discussion. Some com- 
munities have undoubtedly already solved these 
problems. We feel that as a whole, however, as 
far as public health is concerned in the immediate 
future, these projects are of major importance to 
the interested lay public, and unless our society takes 
a definite stand they will drift under the control of 
so-called lay organizations with considerable em- 
barrassment later to the profession on the grounds 
of non-coéperation. 
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No ideas or methods of application of any of 
these problems have been entertained by your com- 
mittee and we ask at this time that such will not 
be discussed, as confusion will result, the regular 
order of business delayed, and your committee will 
not be able to undertake the work with a free and 
open mind. 

Our first problem is that of the annual examina- 
tion of preschool children or the so-called summer 
round-up as conceived by the national order of 
Parent-Teacher Associations which has a strong 
constituency in the State of Michigan. 

This organization has as one of the principles of 
their. order, the examination of children of pre- 
school and school age. As carried out in Michigan, 
outside of a few communities, the work has been 
improperly organized, non-constructive due to lack 
of proper records and follow-up work, and a burden 
to the local medical men who have been called on 
for examinations without a clear knowledge of what 
it’s all about. 

Your committee asks that this representative body, 
the House of Delegates of the Michigan State Medi- 
cal Society, grant your health committee the neces- 
sary permission and expense to carry on a ques- 
oe investigation and research of this prob- 
em. 

We propose to submit the following propositions 
to the constituent societies of the Michigan State 
Medical Association : 

1. Are you in favor of codperating with the 
Parent-Teacher Association in promoting health 
among the school and preschool children? If so, 
which of the following methods do you prefer. 

A. The family physician to examinine children 
brought in by parents through educational cam- 
paign conducted by the Parent-Teacher organization. 
The usual fee for such examination in your com- 
munity to be charged. 

B. School boards or Parent-Teacher organizations 
should hire physicians for group examinations. Fee 
charged to be set by physicians employed. 

C. Physicians to volunteer free services in clinics 
held at school or health center. 

D. Physicians to make office examinations for a 
minimum fee, and indigent cases properly certified 
by social workers or school nurses examined gratis. 

E. All cases appearing for examination provided 
with blanks will be examined free by the physicians. 

We wish to call to your attention that this is 
not a local problem but is one general to every urban 
and rural community in the state. Also present 
methods carried on in some communities are not 
agreeable to others. 

Your committee does not wish to take on the 
responsibility of advising any particular method, 
but feels that this situation should be thoroughly 
investigated and a complete report made to the 
House of Delegates in 1931. 

The second project which is along a similar line, 
the protection of juvenile health, has been very 
well dealt with in many communities. This com- 
mittee feels that the Wayne County Society in par- 
ticular has handled the situation in an excellent 
manner, that is, the diphtheria prophylaxis and their 
method could very well be made a standard for the 
rest of the societies of the state. 

In previous years there have been prophylaxis 
campaigns for smallpox vaccine, as well as diph- 
theria, and with the possible discovery i in the future 
of other preventive measures, we feel that a general 
plan of action should be laid down by this society. 
In the past there has been confusion with the State 
Board of Health, local boards of health, and the 
medical profession as represented by the private 
practitioner. 

In order that a universal plan may be worked 
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out, one that has a certain degree of mobility for 
different situations, we feel that a canvass of the 
constituent societies of the State organization should 
be carried on so that the various plans now in effect 
may be investigated and one adopted which has a 
universal application. Therefore, your committee 
asks that it be given permission and the necessary 
expense to carry on a questionnaire investigation 
among our metnbers to determine the best plan for 
carrying on of disease prevention in those cases 
where inoculative prophylaxis has been proven 
rational and necessary for public health. The fol- 
lowing propositions to be studied as to their ac- 
ceptance: 

1. The family physician to innoculate children 
brought in by parents through educational cam- 
paigns conducted by health agencies and the medical 
societies. Usual fee for such service in your com- 
munity to be charged. 

2. Local boards of health should hire physicians 
to administer preventive measures. Fee charged to 
be set by physicians employed. 

3. Physicians to volunteer free services in clinics 
to be held by local boards of health or the State 
Board of Health. 

4. Physicians to make office administration for a 
minimum fee where serum or vaccine is furnished 
by the State or local health authorities, and indigent 
cases properly certified to by social workers innocu- 
lated gratis. 


5. Vaccines, toxin-antitoxins or other immunizing | 


preparations to be administered by the State Board 
of Health or local boards of health for a fee or 
gratis and the practicing physician relieved of such 
work. 

We again ask that these propositions not be dis- 
cussed at this time, but that the report of this 
committee be accepted or rejected. 

If accepted, the necessary expense of stationery 
and postage or other incidental expense in carrying 
on this investigation be appropriated as needed by 
the Council of the State Society with that body to 
govern and control the amount necessary. 

W. C. Exurr 
GEORGE SOUTHWICK 
A. L. CALLERY 

H. M. Joy 

Puiip RILEY 


MEDICAL HISTORY 


To the House of Delegates, 
Michigan State Medical Society: 

This time the annals of the Committee on Medi- 
cal History are short and simple. 

Distribution to subscribers of the first volume of 
829 pages was completed in July. On all hands the 
format of this has been pronounced handsome and 
artistic. It is the work of the Bruce Publishing 
Company of Saint Paul, and high praise is merited 
for its crafstmanship. 

At this writing Volume II is well under way. 
Four of its twelve chapters have been read in galley 
proof and it is expected by the publishers that it 
will be brought to completion before the forthcom- 
ing State Medical Society meeting, although vaca- 
tion absences from the printery may retard the 
work. 

Double indexing for both volumes is required. 
This is a tedious task, particularly during, so-to- 
speak, “hot-dog” days, and the Committee is de- 
termined that it shall not be, in addition, a thank- 
less one. To Miss Olive V. Seibert of the Bruce 
Company who voluntarily assumed it, sincere grati- 
tude is expressed. 

Two collaborators, Drs. William John Kay and 
Guy Lincoln Kiefer, have departed from earth 
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recently, the latter as the first volume, to which he 
contributed, was going to press. 

Vale, to these beloved associates. 

In conclusion, on behalf of the committee mem- 
bers, Drs. Dempster, Sawyer and Winchester, as 
well as my own, heartfelt and cordial thanks are 
extended to all who have assisted in the enterprise. 

Faithfully yours, 
C. B. Burr, Chairman. 


CIVIC AND INDUSTRIAL RELATIONS 


To the House of Delegates of the 
Michigan State Medical Society: 

The Civic and Industrial Relations Committee had 
a meeting at the Book-Cadillac Hotel at Detroit on 
December 9, 1929. Since that time, business has 
been transacted by correspondence between the 
chairman. and committee members. The following 
subjects have been considered, the first three being 
of major importance: 


1. VIOLATION OF MEDICAL PRACTICE ACT IN FACTORY 
CLINICS 


This matter has been carefully studied by the 
committee. It was presented to the East Side Physi- 
cians’ Association of the Wayne County Medical 
Society and also the Michigan Association of Indus- 
trial Physicians and Surgeons at their annual meet- 
ing in Flint on April 25, 1930. At the latter meeting, 
your chairman read a paper entitled, “The Relation- 
ship of the Physician to Industry,” in which the 
subject of factory clinics was discussed and definite 
recommendations were made. The Michigan Asso- 
ciation of Industrial Physicians and Surgeons is 
composed of physicians actively engaged in indus- 
trial practice and intent upon establishing definite 
policies governing such practice. With cooperation 
of this organization, the Civic and Industrial Rela- 
tions Committee should be successful in controlling 
any undesirable conditions. In conformity with 
Resolution No. 3, passed at the annual meeting at 
Jackson in 1929, 2.e., 

“RESOLVED, that the Michigan State Medical 
Society enlist the codperation of the State Nurs- 
ing Association, Manufacturers’ Associations and 
the Chamber of Commerce of each city in adopt- 
ing a policy governing the practice of nurses and 
other persons in charge of first-aid ‘departments 
of industrial corporations, etc... .” 

the Civic and Industrial Relations Committee have 
solicited the Michigan Association of Industrial 
Physicians and Surgeons, through its president, Dr. 
C. S. Gorsline of Battle Creek, also a member of 
the Civic and Industrial Relations Committee, to 
work in liason with them. It is expected that some- 
thing definite will develop during the coming year 
to govern this practice. 

It has also been suggested that greater codpera- 
tion could be secured if the Michigan Association of 
Industrial Physicians and Surgeons would affiliate 
with the Michigan State Medical Society as a sec- 
tion of the latter organization and in this way work 
under one administration. At present, the Indus- 
trial Physicians’ and Surgeons’ Association is un- 
favorable to this, but is very willing to work as 
a separate organization codperating with the Civic 
and Industrial Relations Committee of the State 
Society. There is no reason to expect other than 
perfect harmony. 

2. RESPONSIBILITY FOR PAYMENT OF HOSPITAL AND 

PHYSICIANS’ SERVICES IN HIGHWAY ACCIDENTS 
Resolution No. 4, passed at the annual meeting 

in 1929: 

“RESOLVED, that the Michigan State Medical 
Society enlist the codperation of similar commit- 
tees of the Michigan State Hospital Association, 
Automobile Associations, Chambers of Commerce, 
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and City and State Traffic Departments in mak- 
ing a thorough study of this problem, etc... .” 


The Civic and Industrial Relations Committee wish 
to report that a conference was held with Dr. D. M. 
Morrill, president of the Michigan State Hospital 
Association, and the chairman of your committee 
immediately after the annual meeting in 1929. As 
a result of this conference, the Michigan State Hos- 
pital Association, through its president, appointed a 
committee from that organization to study the ques- 
tion. For obvious reasons, your committee believe 
that action should originate in the hospital associa- 
tion rather than the medical society. The committee 
consisted of Sidney G. Davidson, superintendent of 
Butterworth Hospital, Grand Rapids, chairman, Mr. 
Frank King, superintendent of Hurley Hospital, 
Flint, and Dr. Stuart Hamilton, superintendent of 
Harper Hospital, Detroit. This committee made a 
study of the question and reported at the state meet- 
ing of the hospital association held in Grand Rapids, 
May 28 and 29, 1930, at the Pantlind Hotel. As a 
result of the activities of this committee, subsidiary 
committees have been appointed in the cities of 
Detroit, Flint and Grand Rapids, enlisting the sup- 
port of police departments, legislators and repre- 
sentatives of other influential organizations, in se- 
curing the passing of a law governing traffic acci- 
dent responsibility at the coming Legislature. It is 
the intention of the hospital committee’ to call a 
later meeting of representatives from the various 
allied organizations. The Michigan State Medical 
Society will doubtless be represented at that time. 

Your chairman has personally taken this matter 
up with one member of the State Judicial Council, 
recently appointed by Governor Green. It is as- 
sumed that this body will be interested in the sub- 
ject and that we may expect their codperation. This 
is a project that will take some time to accomplish, 
but the committee believes that it has at least made 
a beginning. 

3. FEE SCHEDULE 


Simultaneously with the recommendation of the 
Civic and Industrial Relations Committee that an 
industrial fee schedule for compensation cases be 
proposed and adopted in this state, the Michigan 
Association of Industrial Physicians and Surgeons, 
at its annual meeting, also made this same recom- 
mendation. Your chairman had a conference with 
the president of the latter organization, Dr. Gorsline, 
who has agreed to codperate with your committee 
in making an immediate study of this problem. The 
procedure recommended is that the Civic and In- 
dustrial Relations Committee meet with a similar 
committee from the latter association and call into 
conference a representative committee from the 
Casualty and Liability Insurance Companies au- 
thorized to write compensation insurance in the 
State of Michigan. In this manner, the question can 
be thoroughly and impartially discussed. We are 
quite sure that a satisfactory agreement will ulti- 
mately be reached. The insurance companies have 
already been asked to appoint such a committee. 


4. OLD LINE LIFE INSURANCE COMPANIES 


The committee wish to report that in conformity 
with Resolution No. 1, passed at the annual meeting 
last year, in which it was 

“RESOLVED, that Physicians charge a fee of 
not less than $2.00 to Old Line Life Insurance 

Companies for rendering special reports of the 

health and physical condition of prospective appli- 

cants for insurance, etc. .. .” 
that these Old Line Life Insurance Companies ap- 
parently are codperating. To date only one com- 
plaint has been received, in which there was re- 
‘usal to pay for filling out a claim. 
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5. HEALTH AND ACCIDENT INSURANCE COMPANIES 


Resolution No. 2, passed at the annual meeting 

last year 
“RESOLVED, that physicians charge a fee of 

not less than $2.00 for each preliminary and final 

claim proof, etc... .” 
has received considerable comment from physicians 
throughout the State. Several cases are on record 
in the chairman’s office, in which the insurance com- 
panies have refused to honor statements of physi- 
cians for services rendered within the meaning of 
the resolution. Correspondence from insurance com- 
panies indicates that they do not intend to consider 
the physicians in this matter. The resolution ap- 
parently is weak and does not contain an alternative 
for the physician to resort to in case the insurance 
company refuses payment. 

Your committee suggests that physicians refuse to 
fill out blanks for health and accident insurance 
companies unless payment is guaranteed to the 
physician by the insurance company, either direct or 
through the claimant, before the report is filled out. 

Your committee further recommends that an ulti- 
matum be delivered to each insurance company that 
the members of the Michigan State Medical Society 
refuse to fill out insurance blanks unless payment is 
guaranteed in this way. Ultimately it will mean 
that insurance companies will provide for payment 
for such services in the original contract or policy, 
which is issued to the claimant, and so advise him 
at the time it is purchased. The committee there- 
fore makes this recommendation and asks that, if 
adopted, they be authorized to notify all insurance 
companies in accordance with the following resolu- 
tion: " 

WHEREAS, the Michigan State Medical Society 
passed a resolution, at its annual meeting in Jack- 
son, Michigan, September 17, 1929, regarding the 
filling out of claim proofs of Health and Accident 
Insurance Companies, and 

WHEREAS, the responsibility for the payment 
of a fee to the physician for such services was 
placed upon the insurance company, and 

WHEREAS, it was resolved that such fée be not 
less than $2.00 for each preliminary and final claim 
proof, the fee to be increased according to the type 
of service rendered, and 

WHEREAS, since the adoption of this resolution 
the majority of Health and Accident Insurance Com- 
panies have disputed their responsibility to pay the 
physician, therefore 

BE IT RESOLVED, that physicians refuse to 
fill out blanks for any insurance company unless pay- 
ment is guaranteed to the physician by the insur- 
ance company, either direct or through the claimant, 
before the report is filled out, and 

Further, that the home office of each insurance 
company be notified that the members of the Michi- 
gan State Medical Society have adopted this resolu- 
tion. 

Respectfully submitted, 
Harrison S. Coiisi, Chairman. 





MEDICAL EDUCATION 


F, C. Warnshuis, M.D., Secretary, 
Michigan State Medical Society, 
1508 G. R. National Bank Bldg., 
Grand Rapids, Michigan. 

Dear Dr. Warnshuis: 

In reply to your letter of the 24th, the Committee 
on Medical Education reports progress. Nothing of 
exceptional interest has occurred during the year. 

Yours very truly, 
ANDREW P. Binnie, Chairman. 
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REPORT OF THE COMMITTEE ON LEGISLA- 
TION AND PUBLIC POLICY 


Your Committee on Legislation and Public Policy 
herewith submits the following report: 

During the year, the Committee has held four 
meetings in conjunction with various members of 
the Council. At one of these meetings held in Ann 
Arbor, the chairmen of the legislative committees 
of the county medical societies were invited to at- 
tend. Approximately forty attended this meeting. 

The deliberations of the Committee have been 
largely concerned with a review of recent proposals, 
bills and legislations relative to medical practice acts. 
The following were given particular attention: 

1. A reorganized strong State Department of 
Education as the Medical Licensing Agency. 

2. State University as the Licensing Agency. 

3. Basic Science Statute. 

4. Board of Professional Registration,—Michi- 
gan’s Medical Practice Acts legislation 1929. 

5. Enforcement of Medical Practice Acts 

Annual Registration 
Grievance Committee. 

Members of the Committee and members of the 
Council who have attended these meetings have been 
much interested in the proposal that the functions 
and powers of licensure for the practice of the heal- 
ing arts be transferred to a reconstructed strong 
Michigan State Department of Education similar in 
many respects to the Department of Education in the 
State of New York. The following points have 
impressed the Committee with the soundness and 
desirability of this suggested transference. 

1. The biggest job in the processes of any licen- 
sure is determining the character and quality of 
education and training of the applicant as these ap- 
ply to the special work the applicant desires to carry 
on. The processes of determining this involves 
knowledge of the quality of the professional and 
pre-professional education of the applicants. This 
demands familiarity with the character and standing 
of the many schools, colleges, universities and pro- 
fessional schools in our country and abroad. Con- 
stant study of educational problems and trends of 
courses, of catalogues, of teaching personnel, of 
school administration, of the nature and quality of 
the work offered, and so on, is essential. All of this 
involves an extensive library of catalogues, of jour- 
nals, and of reprints and other accounts of contribu- 
tions to general, higher, and professional education 
which appear from time to time. 

Moreover, we must realize that this process of 
looking into the educational qualifications and de- 
termining the quality of professional training is be- 
coming a specialty in itself which demands the full 
time services of specialists along this line. An ef- 
ficient state board of education with its specialists, 
special library, and other machineries, concerned 
with the entire run of education, from elementary 
through professional education and training, could 
and should be the best qualified agency in the state 
to determine the quality of education and training 
of applicants for licensure in the various professions 
including medicine. For, to repeat, it is the nature 
and quality of education and training of the appli- 
cant that should be of primary consideration in all 
licensure proceedings, and this can be ascertained 
largely through knowledge of the standing of the 
school and of the applicants record at the school. 

2. The position of proprietorship, or idea of 
“proprietary interest’ in medical practice acts, of 
owning and controlling them, can be effectively 
answered and combatted only by taking from the 
medical profession itself matters pertaining to medi- 
cal licensure. As long as the medical profession has 
its own licensing board, dogmas and tenets of medi- 
cal practice may and will present this question to 
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legislatures: “The medical profession has its licens- 
ing board, why cannot we who practice medicine ac- 
cording to other systems have our own examining 
and licensing boards to determine the qualifications 
of those who would practice according to our 
tenets?” 

3. If all the functions and powers of medical 
practice licensure were transferred to a state de- 
partment of education, then, cults cannot persistently 
and plausibly ask for licensing boards of their own. 
Any attempted legislation along this line would be 
referred to the department of education. The medi- 
cal profession, therefore, would be released, in a 
very large measure, from an activity which has taken 
up a great deal of its time,—that of seeing to it that 
the public is protected from incompetent and fraudu- 
lent medicine. 

4. This suggested bill would give to the Board 
of Education all the functions and powers of licen- 
sure for several professions and for all future pro- 
fessions asking for licensure, this would be a great 
contrast to the multiplicity of existing independent 
examining and licensing boards for various profes- 
sions. The work of all these might well be central- 
ized and handled through such a central agency as 
this suggested function for the State Department of 
Education. Also future requests for examining and 
licensing boards, and these will be many, will be 
referred to- this Department. This would give our 
legislatures opportunities for genuine constructive 
statesmanship. At present, much of the time of the 
legislature is taken up with matters pertaining to 
professional licensing boards. 

5. There would be other advantages to and in- 
creased effectiveness in scientific medicine and pub- 
lic health work if provisions for medical licensure 
were associated in this way with public education 
and other professions. The practice of scientific 
medicine would become closely tied up with the 
teaching professions and with the other professions 
in seeing to it that the people of Michigan are given 
the highest quality of service. In this unity there 
will be strength. 

In view of these advantages, your Committee has 
felt that earnest consideration be given to the propo- 
sition that the functions and powers of medical 
licensure be transferred to the State Department of 
Education. At one of the sessions of the Committee, 
the State Superintendent of Public Instruction was 
present and the proposal was put up to him. His 
reaction was that the proposal was meritorious and 
was worthy of earnest consideration. He called at- 
tention to the fact that in order to reorganize and 
enlarge the functions of the present office of the 
State Department of Public Instruction, certain 
changes in the constitution would have to be made 
and to do this the matter would have to go to a 
popular vote. 

A committee of the Michigan Teachers Associa- 
tion has had under consideration’ the matter of 
strengthening the State Department of Public In- 
struction. Your Chairman has had one conference 
with the President of the Michigan Teachers Asso- 
ciation and has been invited to attend a meeting of 
this committee in September, 1930. 

Your Committee in conjunction with this com- 
mittee of the Michigan Teachers Association will 
give serious consideration to this proposal of a 
strong, well supported State Department of Educa- 
tion with a view of empowering it to make rules 
and regulations relative to the granting of licenses 
to all who desire to practice and healing arts. The 
Committee feels that in this proposed law no recog- 
nition be made of the various tenets and dogmas of 
medical practice. Moreover, your Committee feels 
that the proposed law should include provisions rela- 
tive to adequate financial support whereby the law 
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may be effectively enforced. Perhaps some such 
provisions as those now included in Webb Loomis 
Act in the State of New York for the enforcement 
of the medical practice act will be given serious con- 
sideration by your Committee. At any rate, your 
Committee is of the opinion that any law relative to 
medical practice should include provisions for the 
support of vigorous enforcement of the law. 

In view of the fact that much serious considera- 
tion and effort must be put into this proposal of 
transferring the functions and powers of medical 


licensure to a reorganized, well supported and strong . 


State Department of Education, it is obvious that 
considerable time must elapse in order to bring this 
matter about. It is a proposition on which much 
study must be centered by the Michigan Teachers 
Association, the Superintendent of Public Instruc- 
tion, and others interested and concerned. It is the 
purpose of your Committee to follow this matter up 
during the forthcoming year. Assuming that favor- 
able action will be taken on this proposal by all con- 
cerned, it cannot be anticipated that all the matters 
concerned with the preparation and presentation of 
a bill which has for its object the incorporation of 
the functions and powers of Medical licensure within 
the jurisdiction of the State Department of Educa- 
tion can be made for presentation at the 1931 meet- 
ing of the Michigan Legislature. 

As has already been pointed out, the amendments 
and changes which must be made in order that the 
present State Department of Public Instruction may 
function as a licensing agency for the medical pro- 
fession, are matters which involve the constitution 
of the State and therefore must go to a popular 
vote. Final action on this whole matter cannot be 
anticipated before the 1933 legislature. 

Your Committee, therefore, is of the opinion that 
no medical practice acts bills, on the part of the 
medical profession, should be prepared and presented 
at the forthcoming Michigan Legislature of 1931. 
Moreover, your Committee recommends that the 
Governor and members of the forthcoming Legis- 
lature, with a view of getting their approval and 
help, be apprised of the joint efforts which are now 
being made with a view of improving our present 
system of professional licensure in the State of 
Michigan. 

Your Committee feels that the Governor and the 
Legislature will be much interested in a study and 
recommendations relative to legislation which will 
help to solve and to settle this matter. 

Your Committee trusts that its actions so far will 
meet with the approval of the Michigan State Medi- 
cal Society. Moreover, it recommends that the So- 
ciety will be actively interested in opposing any and 
all efforts on the part of any dogma or tenet in the 
practice of the healing arts to seek any medical 
practice acts legislation during the forthcoming leg- 
islative year, 1931. It sincerely trusts that the Gov- 
ernor and the Legislature will be persuaded to defer 
any action relative to medical practice bills which 
may be introduced at the 1931 Legislature until a 
report of joint deliberations of the Michigan Teach- 
ers Association, the Michigan State Medical Society 
and other agencies concerned is forthcoming. Your 
Committee earnestly requests the active support of 
the Medical Society in helping it to deal with its 
immediate problem ;—that of deferring any legisla- 
tion relative to the practice of the healing arts which 
may be sponsored by any dogma or tenet during the 
forthcoming 1931 session of the Legislature. 

The Chairman of your Committee on legislation 
and Public Policy has written this report during a 
sojourn in California in connection with the Sum- 
mer Session of the University of California. This 
report has been hastily written in response to an 
urgent request from the Secretary of the Michigan 
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State Medical Society. The Chairman, therefore, 
has not had the opportunity of submitting this report 
to other members of the Committee and to the mem- 
bers of the Council who have attended the meetings. 
He must, therefore, assume full responsibility for 
this report and he trusts that he has put down the 
reactions of the other members of this Committee. 
Respectfully submitted, 
JoHN SUNDWALL. 





PROPOSED NEW CONSTITUTION AND BY- 
LAWS OF THE MICHIGAN STATE 
MEDICAL SOCIETY 


To be presented at the Annual Meeting of the House 
of Delegates in Benton Harbor on 
September 15, 1930 


J. G. R. Manwarine, Chairman 
R. R. SMITH FreD DIBBLE 


—Constitution— 
ARTICLE 1—NAME 


Section 1. The name of this organization shall be 
the Michigan State Medical Society. 


ARTICLE 2—PURPOSE 


Section 1. The purposes of this Society are to 
promote the science and art of medicine, the pro- 
tection of public health and the betterment of the 
Medical Profession; and to unite with similar or- 
ganizations in other States and Territories of the 
United States to form the American Medical As- 
sociation. 

Section 2. This Society as a State unit of the 
American Medical Association, and as the State ex- 
pression of the component county societies of Michi- 
gan, shall have three major divisions: 

1. The Society as a whole, as when it meets in 

general session. 

2. The Scientific Assembly and its subordinate or 

related body. 

3. The House of Delegates and its subordinate or 

related body. 

Section 3. The terms “county medical society” 
and “component county medical society” shall be 
deemed to include all county medical societies now 
in affiliation with this Society or which may be here- 
after organized and chartered by the Council. 

Section 4. Only one component county society 
shall be chartered in any one county of the State; 
Provided, however, when in the judgment of the 
House of Delegates or of the Council it is deemed to 
be to the best interest of this Society, a charter may 
be granted to a component society comprising two 
or more counties. 


ARTICLE 3—MEMBERS 


Section 1. This Society shall consist of members, 
honorary members and fellows who shall be the 
members of component county medical societies who 
have been certified to the Secretary of this Society 
and whose current dues have been paid. 

Section 2. Qualifications—Active members shall 
comprise all the active members of a component 
county society. No person shall be eligible for elec- 
tion to active membership in a component county 
society unless he shall hold the degree of Doctor of 
Medicine, issued to him by an institution of learning 
accredited by the American Medical Association, at 
the time of conferring such a degree. He must also 
hold an unrevoked license to practice medicine and 
surgery in the State of Michigan. 

Section 3. Honorary Members—The House of 
Delegates on recommendation of a county society 
and approval by the Council may elect as an hon- 
orary member any persons distinguished for their 
services or attainments as Doctors of Medicine, or 
in the field of public health, or for research or other 
scientific work contributing to medicine. Honorary 
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members shall not pay dues and shall not have the 
right to vote or hold office. 

Section 4. Fellows—County Societies may elect as 
Fellows any persons distinguished for their services 
in the allied sciences or in the field of public health, 
and upon recommendation of a county society, ap- 
roved by the Council, the House of Delegates may 
elect such nominees as Fellows of this State Society. 
They shall not pay dues in the State Society nor 
shall they have the right to vote or to hold office. 

Section 5. Retired Members—Members who have 
maintained their membership in a component county 
society of the State Society for a period of ten or 
more years, and who are certified by their county 
society as having retired from practice may be trans- 
ferred to the retired members’ roster. They shall 
be entitled to receive the publications of the Society 
at such rates as the Council may from time to time 
determine. They shall not have the right to vote 
or to hold office. 


ARTICLE 4—HousE oF DELEGATES 


Section 1. The House of Delegates shall be the 
legislative body of the Society, and shall consist of 
Delegates elected by component county societies, and 
the Officers of the State Society. 

Section 2. Composition. The House of Delegates 
shall be composed of delegates elected by the com- 
ponent county societies. Each county society shall 
be entitled to send to the House of Delegates each 
year one delegate for every fifty members and one 
delegate for each additional major fraction thereof. 
Any county society which holds a charter from this 
Society and has less than fifty members shall be en- 
titled to send one delegate if its annual report has 
been properly filed with the Secretary. 

Section 3. The officers of this Society and the 
members of the Council shall be ex-officio members 
of the House of Delegates without power to vote. 

Section 4. The House of Delegates shall transact 
all the business of the Society not otherwise spe- 
cifically provided for, it shall adopt rules and reg- 
ulations for its own government and for the admin- 
istration of the affairs of the Society; it shall pro- 
vide for a division of the scientific work of the So- 
ciety into appropriate sections, and, it shall provide 
for the organization of Councillor Districts. 

Section 5. Elections. The House of Delegates 
shall at the regular annual session elect the Presi- 
dent-Elect, the President, a Speaker and a Vice- 
Speaker of the House of Delegates and the members 
of the Council. 

ARTICLE 5—THE CoUNCIL 


Section 1. The Council shall be the Executive 
Body of the Society. The Council shall have the 
full authority and power of the House of Delegates 
between annual sessions, unless the House of Dele- 
gates shall be called into special session as provided 
for in the By-Laws. It shall consist of the Coun- 
cilors, the President, the President-Elect, the Sec- 
retary and the Treasurer of the Society. Eight of 
its members shall constitute a quorum. The Presi- 
dent, the President-Elect, the Secretary and the 
Treasurer shall be ex-officio members and without the 
right to vote. 

ARTICLE 6—ScIENTIFIC ASSEMBLY 

Section 1. The House of Delegates may provide 

for a division of the scientific work of the Society 
into appropriate sections and for the organization of 
such Councilor District Societies as will promote the 
best interest of the profession. 
_ Section 2. The Scientific Assembly of the Society 
is the convocation of its members for the presenta- 
tion and discussion of subjects pertaining to the 
science and art of medicine, its allied specialties and 
the problems of public health conservation. 

Section 3. The Scientific Assembly is divided into 
sections, each section representing that branch of 
medicine described in its title. 
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Section 4. New sections may be created or exist- 
ing sections discontinued by the House of Delegates. 
The Scientific Assembly and its component sections 
shall be conducted in accordance with the provisions 
of the Constitution and By-Laws. 

Section 5. The program for the Scientific Assem- 
bly shall be arranged by the committee on scientific 
work, composed of the officers of the several sec- 
tions. They shall submit their programs for approv- 
al to the Executive Committee of the Council. 

ARTICLE 7—SESSIONS AND MEETINGS 

Section 1. The Society shall hold an annual meet- 
ing at such time and place and of such duration as 
the House of Delegates and the Council may deter- 
mine. The session shall be open to all members, 
delegates, and invited guests, who are in good stand- 
ing in the Society. 

Section 2. Special meetings of the Society may 
be called for general session on the petition of the 
Council, or by a petition signed by two hundred and 
fifty members, or upon petition of forty delegates 
registered at the previous regular session. The call 
for regular and special sessions shall be issued by 
the President and Secretary, complying with these 
provisions, and shall go forth not later than thirty 
days before the proposed date of holding a regular 
or special session. 

Section 3. Special meetings of the House of Dele- 
gates may be called by the Council, on a petition 
signed by thirty delegates who served at the last reg- 
ular session of the House. It is distinctly provided 
that in petitioning for a special session of the House 
of Delegates not more than five petitioners shall 
come from one county society, 

ARTICLE 8—OFFICERS 

Section 1. The officers of this Society shall be a 
President, a President-Elect, a Treasurer, a Secre- 
tary, an Editor, a Speaker and Vice-Speaker of the 
House of Delegates, and a Board of Councilors of 
such number as the House of Delegates may fiv 
from time to time. 

Section 2. The President, the President-Elect, the 
Councilors, the Speaker and the Vice-Speaker shall 
be elected annually by the House of Delegates. The 
Secretary, the Editor and the Treasurer shall be 
elected by the Council at its annual meeting in Jan- 
uary of each year. The Councilors shall be elected 
for a term of five years each. These terms to be so 
divided so that no more than four Councilors are 
elected at any annual session. All these officers shall 
serve until their successors are elected and installed. 

ARTICLE 9—FuUNDsS AND EXPENSES 

Section 1. The annual membership dues shall be 
fixed by the House of Delegates. 

Section 2. The funds of the Society shall only be 
disbursed on order or action of the Council. 

Section 3. The invested funds of the Society shall 
be delivered to the Treasurer by the Secretary. 

Section 4. The Secretary shall collect all annual 
dues and all monies owing to the Society, depositing 
them in an approved depository and disbursed by 
him upon order of the Council. The Council shall 
cause an annual audit to be made of the funds of 
the Society by certified public accountants, and shall 
require the Treasurer and the Secretary to be bonded 
for an adequate amount. 

ARTICLE 10—REFERENDUM : 

Section 1. At any general meeting of the Society 
it may by a two-thirds vote order a general refer- 
endum upon any question pending before the House 
of Delegates. The House of Delegates may by a 
vote of its members, submit any question to the 
membership of the Society for its vote. A majority 
vote of all the members of the Society shall deter- 
mine the question and be binding. 

ARTICLE 11—SEAL 

Section 1. The Society shall have a common seal. 
The power to change or renew the seal shall rest 
with the House of Delegates. 
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ARTICLE 12—AMENDMENTS 

Section 1. The House of Delegates may amend 
any article of this constitution by a two-thirds vote 
of the Delegates present at any annual session, pro- 
vided that such amendment shall have been presented 
in open meeting at the previous annual session, and 
that it shall have been published at least once during 
the year in the Journal of the Society, or sent off- 
cially to each component society at least two months 
before the meeting at which final action is to be 
taken. 

Section 2. This constitution shall become effective 
immediately upon its adoption. 


—By-Laws— 
CHAPTER 1—MEMBERSHIP 


Section 1. The charter of each component County 
Society shall provide that all the provisions of the 
Constitution and By-Laws of this Society, together 
with all amendments to either thereof hereafter 
adopted, insofar as the same are applicable, shall be 
an integral part of the Constitution and By-Laws 
of the component County Society to which a char- 
ter is issued, and that the terms and provisions 
thereof shall control and govern such component 
county society, the officers and members thereof, and 
that the Constitution and By-Laws of the component 
county society shall not be amended in any way to 
conflict or be inconsistent with the Constitution and 
By-Laws of this Society. 

Section 2. The Charter of any component county 
society may be revoked by the House of Delegates 
if, after filing with the Secretary of this Society a 
written petition signed by the Chairman of the Coun- 
cil pursuant to a resolution adopted by the Council 
with the affirmative vote of two-thirds of all the 
members thereof, and, after due notice of hearing 
and after hearing thereof, the House of Delegates 
by a two-thirds vote of its members decides that the 
provisions of the Constitution and By-Laws of this 
Society have been breached, or that such County 
Society has committed acts or conducted itself in 
conflict with the Constitution and By-Laws or pro- 
visions of this Society to such an extent as to make 
such revocation desirable in the best interests of 
this Society. 

Section 3. All members of the component county 
societies who are not in arrears for dues shall be 
privileged to attend all meetings and take part in all 
the proceedings and shall be eligible to any office 
within the gift of the Society except as otherwise 
provided. 

Any member in arrears for dues for the amount 
of one year ‘or more may regain membership either 
by paying up all back dues or by being again elected 
to membership, at the option of the county society. 

Section 4. Inasmuch as the county society is the 
‘only door of admission to this State Society and to 
the American Medical Association, the county so- 
ciety shall be the judge of the qualifications of an 
individual for election and continuance of member- 
ship subject, however, to the right of appeal to the 
Council from the action recorded by the County 
Society. 

Section 5. No member who is under sentence of 
suspension or expulsion from any component society 
of this Society, or whose name has been dropped 
from its roll of members shall be entitled to any of 
the rights or benefits of this Society. 


CHAPTER 2—GENERAL MEETINGS 
Section 1. During each Annual Session the So- 


ciety shall hold one or more general meetings. The 
number and time of these general meetings are to be 
determined by the Council with or without the rec- 
ommendation of the House of Delegates. Each gen- 
eral meeting shall be presided over by the President 
Or invhis absence by the President-Elect or the 
‘Chairman of the Council. 
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Section 2. The following shall be the order of 
business of the first general meeting: 
Call to Order 
Address of Welcome i 
Announcements and Report of the House of 
Delegates 
President’s Annual Address 
Special addresses 
Resolutions and Motions 
. Introduction of new President-Elect. 

Section 3. All the registered members at an An- 
nual Session shall have an equal right to participate 
in the deliberations of an Annual Session and to 
vote on pending questions. 

Section 4. The General meeting or any of the 
sections may recommend to the House of Delegates 
or to the Council the appointment of committees or 
commissions for scientific investigation of special 
interest and importance to the profession and the 
public. No action taken at the general meeting shall 
be in conflict with the provisions of the Constitu- 
tion and By-Laws. 


CHAPTER 3—HOoUuSE OF DELEGATES 


Section 1. The House of Delegates shall meet an- 
nually at the time and place of the Annual Session 
and may hold such number of sessions as the House 
may determine and its business require. Adjourn- 
ing from day to day as may be necessary to complete 
its business and specifying its own time for the hold- 
ing of its sessions. 

Section 2. A Delegate must have been a member 
of the Society for at least two years preceding his 
election. 

Section 3. A delegate once seated shall remain a 
delegate through the entire session and his place 
shall not be taken by any other delegate or alternate. 

Section 4. The officers of county societies shall 
certify to the State Secretary the names of the dele- 
gates and alternates who shall represent them at the 
annual meeting. 

Section 5. Thirty delegates shall constitute a 
quorum of the House of Delegates. 

Section 6. The officers of the House of Delegates 
shall be a Speaker and Vice-Speaker. The Secretary 
of the State Society, elected by the Council, shall be 
the Secretary of the House of Delegates. 

Section 7. (a) The House of Delegates is the 
legislative body of the Society, and shall have au- 
thority to adopt and institute such methods and 
measures as it may deem most efficient for the up- 
building and establishing of the interests of the pro- 
fession in Michigan. 

(b) It shall concern itself and advise as to the 
interests of the profession and of the public in those 
matters of legislation pertaining to medical educa- 
tion, medical registration, medical laws and_ public 
health. 

(c) It shall be active in the education of the pub- 
lic in regard to medical research and scientific medi- 
cine. 

(d) It shall elect delegates and alternate dele- 
gates to the American Medical Association in ac- 
cordance with the regulations of that parent asso- 
ciation. 

(e) It shall divide the State into Councilor dis- 
tricts and direct the formation of district societies. 

(f) It shall have the authority to appoint com- 
mittees, standing or special, from among its mem- 
bers or the members of the society. Such commit- 
tees are to report to the House of Delegates and 
their members may participate in the debate upon 
their committees’ report. 

(g) It shall approve all memorials and resolu- 
tions in the name of the Society before the same 
shall become effective. Provided, that in the in- 
terim, in the presence of necessity for prompt ac- 
tion the Council is empowered to act in behalf of 
the Society. 
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(h) It shall elect the Councilors upon the nom- 
ination of the delegates of a Councilor District 
whose Councilor term expires. 

(i) The House of Delegates shall provide for 
division of the scientific work of the Society into 
appropriate sections. It shall prescribe the rules 
governing the meetings of these sections and the 
election officers. 

(j) It shall present a summary of its proceedings 
at a General Meeting of the Society and publish its 
minutes in the Journal. 

(k) It shall have the following standing and 
business committees, appointed by the Speaker: 

Committees on— 

Council 

Officers 

Standing Committees of the Society 
Miscellaneous Business 

Special Committees 

(1) No new business shall be introduced in the 
last session of the House of Delegates without unan- 
imous consent of the delegates except when pre- 
sented by the Council. All new business so pre- 
sented shall require three-fourths affirmative vote 
for adoption. 

(m) The election of the officers of the Society by 
the House of Delegates shall be held at the last ses- 
sion of the House of Delegates at any Annual Meet- 
ing. No delegate shall be eligible for election to the 
general offices of the Society, but may be eligible for 
election as Speaker or Vice-Speaker of the House. 
Nominations for any office in the Society shall be 
made on the floor of the House and shall be limited 
to two minutes. When the Speaker has declared the 
nomination for any office closed he shall designate a 
committee of tellers who shall distribute, count and 
announce the result of the ballot. In the event of 
only one nominee the candidate may be elected by 
a viva voce vote. Members elected to office shall 
take office at the close of the last session of the 
Annual Meeting. 

(n) All resolutions introduced into the House 
shail be in duplicate and presented to the Secretary 
immediately after the delegate has read the same and 
shall be referred to the proper committee by the 
Speaker before action thereon is taken. 

(o) Robert’s Rules of Order when not in conflict 
with this Constitution and By-Laws shall govern the 
parliamentary proceedings of the House of Dele- 
gates. 

CHAPTER 4—DvuTIEs OF OFFICERS 


Section 1. The President shall preside at all Gen- 
eral Meetings of the Society, and shall fill all va- 
cancies in offices and committees in consultation with 
tke Council unless otherwise provided for; he shall 
appoint the members of all committees not otherwise 
provided for; he shall deliver the President’s an- 
nual address and shall as far as practicable visit 
component county societies during his tenure of of- 
fice; he shall have a voice in the deliberations of 
the House of Delegates and he shall be an ex-officio 
member of the Council. 

Section 2. The President-Elect shall be a member 
of the Council ex-officio, and shall act for the Presi- 
dent in his absence or disability. If the office of 
President should become vacant the President-Elect 
shall succeed to the Presidency in which event the 
Council shall elect a new President-Elect. 

Section 3. The Treasurer shall be the custodian 
of all the invested funds and the securities of the 
Society. He shall be elected by the Council and 
accountable through the Council to the Society. The 
Council: shall cause an annual audit to be made of 
his accounts. 

Section 4. The Secretary shall be the custodian 
of all the records of the Society, he shall conduct 
all the official correspondence of the Society at the 
direction of the House of Delegates, the Council 
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and the officers of the Society. He shall be the Re- 

cording Officer of the House of Delegates, the Coun- 

cil, Scientific Assembly and General Meeting and 
shall be an ex-officio member of these bodies. He 
shall also discharge the following duties : 

1. Collect the annual membership dues and such 

other monies as may be due to the Society, 
keep membership records and issue member- 
ship certificates. 
He shall conduct the correspondence of the So- 
ciety. 
He shall make all required reports to the 
American Medical Association. 
He shall act as one of the delegates of the 
Society to the American Medical Association. 
He shall deposit all funds received in an ap- 
proved depository and disburse them upon the 
order of the Council. The Council shall cause 
an annual audit of his accounts by a certified 
public accountant. He shall render an annual 
report to the Council reviewing the Society’s 
activities and imparting recommendations for 
the advancement of the Society’s interest. 

6. He shall perform such other duties as the 
Council may direct. Under the direction of 
the Council he shall be the Business Manager 
of the Journal performing all duties concerned 
with the issuance of that publication. 

7. He shall superintend all arrangements for the 
holding of all meetings in compliance with the 
Constitution and By-Laws and the instructions 
of the Council. 

8. He shall send out all official notices of meet- 
ings, committee appointments, certificates of 
election to office and special duties of commit- 
tees. 

9. He shall receive and transmit to the House of 
Delegates and to the Council all committee and 
officer’s annual reports. 

10. He shall be elected by the Council and shall be 
remunerated by a salary, the amount of which 
shall be fixed by the Council. 

11. He shall perform all such other secretarial 
duties that the interest of the Society demand. 


CHAPTER 5—THE CoUNCIL 

Section 1. The Council is the Executive body of 
the Society. It shall determine its own time and 
place of meeting. It shall elect its own Chairman 
and Vice-Chairman to serve one year. Its annual 
meeting shall be held coincident with the annual 
meeting of the Society. It shall appoint an execu- 
tive body of five of its members who shall meet 
monthly with the President and the Secretary and 
such other officers as the business interests of the 
Society demand. 

Section 2. Each Councilor shall be organizer, 
peacemaker and censor for his district. He shall 
visit each county in his district at least once a year 
and keep in touch with the activities of the societies 
constituting his district. He shall make an annual 
report to the Council imparting the condition of the 
profession in his district. 

Section 3. Collectively the Council shall be the 
Board of Censors of the Society. It shall consider 
all questions involving the right and standing of 
members whether in relation to other members, to 
component societies, or to this Society. All ques- 
tions of an ethical nature brought before the House 
of Delegates or the General Meeting shall be re- 
ferred to the Council without discussion. It shall 
hear and decide all questions of discipline affecting 
the conduct of members or of a county society, 
upon which an appeal is taken from the decision of 
an individual Councilor. Its decision in all cases, in- 
cluding questions regarding membership in this So- 
ciety, shall be final. 

Section 4. It shall make careful inquiry into the 
condition of the profession in each county in the 
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state, and shall have authority to adopt such methods 
as may be deemed most efficient for building up and 
increasing the interest in such county societies as 
already exist and for organizing the profession in 
counties where societies do not exist. It shall es- 
pecially and systematically endeavor to promote 
friendly intercourse between physicians in the same 
locality and shall continue these efforts until every 
reputable physician of the state has been brought 
under the Society’s influence. 

Section 5. It shall upon application provide and 
issue charters to county societies organized in con- 
formity with this Constitution and By-Laws and re- 
voke such charters when deemed necessary. 

Section 6. The Council shall direct and control 
the publication of the Journal and shall elect the 
Editor of the Journal. 

Section 7. The Council shall approve the expendi- 
ture of all the funds of the Society before the same 
are disbursed. 

Section 8. The Council shall appoint the mem- 
bers of the Medico-Legal Committee and supervise 
the duties and work of that committee. 

Section 9. The Council shall provide such head- 
quarters for the Society as may be required to con- 
duct its business properly. 

Section 10. The Council. shall render an Annual 
Report to the House of Delegates. 

CHAPTER 6—STANDING COMMITTEES 

Section 1. The following standing committees 
shall be appointed by the President by and with the 
advice of the Council— 

(a) Committee on Legislation 

(b) Committee on Civic and Industrial Rela- 

tions 

(c) Medico-Legal Committee 

(d) Joint Committee on Public Health Education 

Section 2. The Committee on Legislation shall 
consist of five members appointed by the President 
each year and with the approval of the Council. 

The Committee on Legislation shall utilize every 
organized influence of the profession for the pro- 
moting of such legislation as will be for the best in- 
terests of the public’s health and that of scientific 
medicine. It shall work under the direction of the 
House of Delegates or of the Council when the 
House of Delegates is not in session. No bill or 
proposed law or amendment shall be introduced in 
the state legislature or sent to any member of the 
legislature in the name of this Society or by any of 
its committees until such proposed legislation shall 
have been endorsed and approved by the Council. 

It shall submit an annual report with recom- 
mendations to the House of Delegates. 

Section 3. The Committee on Civic and Industrial 
Relations shall consist of seven members appointed 
by the President by and with the advice of the Coun- 
cil. 

The duty of this committee is to represent the pro- 
fession in all conferences that may be held within 
the boundaries of this state dealing with problems 
pertaining to civic and industrial medicine and the 
relation of the profession thereto. 

The committee shall undertake in addition to the 
above activities the study of our civic and indus- 
trial problems and concern itself with the profes- 
sion’s interest and endeavor to enhance the relation 
of the profession to civic and industrial bodies. 

Section 4. The Medico-Legal Committee shall 
consist of an executive board of five to be elected 
by the Council. Each component society shall elect 
one representative who shall act for the committee 
in their respective counties. The Council at its Jan- 
uary meeting shall elect one of the five members 
of the executive board as Chairman and whose term 
shall be for one year. 

The salary of the Chairman of the Medico-Legal 
committee shall be fixed by the Council annually. 
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The executive board of the Medico-Legal committee 
shall report to the Council at its annual meeting 
giving full particulars of the work of the commit- 
tee and a detailed statement of income and disburse- 
ments. 

The funds allotted to the Medico-Legal committee 
shall be deposited by the Secretary of the State So- 
ciety in an approved depository and shall be dis- 
bursed by him upon the recommendation of the 
Chairman of the Medico-Legal committee and by 
and with the approval of the Council. 

The Medico-Legal committee shall engage a com- 
petent firm of general attorneys and fix their com- 
pensation. Their duty shall be to compile from all 
available sources court decisions fixing the law of 
liability of physicians for civil malpractice, such 
compilations shall be the property of the Society. 
The Medico-Legal Committee will also defend any 
member of the Society, in good standing, when sued 
or threatened with suit for civil malpractice and to 
supervise such defense through proper attorneys. 
Members in arrears after April first of each year 
shall not be entitled to defense for any suit, the 
cause of action which arose while in arrears, and 
any member sued or threatened before joining the 
Society shall not be entitled to the services of the 
Medico-Legal committee. 

Members against whom action is brought in court 
without the boundary of Michigan shall not be en- 
titled to medical legal defense unless the circum- 
stances in each particular case justify the making 
of such defense and then only after the approval of 
the Council has been secured. 

With the exceptions noted above the Medico-Legal 
Committee shall undertake the defense of any mem- 
ber of the Society sued or threatened with suit for 
civil malpractice through all State and Federal courts 
operating in Michigan, regardless of the time when 
the alleged cause for action arose and shall also de- 
fend any action for civil malpractice against the 
estate of a deceased member providing he or she 
while living conformed to the foregoing require- 
ments. 

In the event that during any one year the demands 

upon the Medico-Legal fund be large enough to 
exhaust it, the Council shall be authorized to loan 
sufficient funds of the Society to meet the contin- 
gency. 
It shall be the duty of any member of the Society 
threatened with action for civil malpractice to con- 
fer at once with the member of the Medico-Legal 
committee from his county society and with his aid 
to prepare the case and forward the same to the 
Chairman of the Medico-Legal committee. He must 
agree not to settle or compromise his case without 
the consent of the Executive Board and the general 
attorney. He may recommend the best available 
local attorney, but he shall not engage the services 
of any local attorney unless directed by the Chair- 
man of the board and the general attorneys of the 
committee. 

All attorney fees and court costs will be paid from 
the Medico-Legal fund and the defense carried 
through all Federal and State courts operating in 
Michigan, but under no circumstances shall this fund 
be liable for any damages assessed against a member. 

Section 5. The President shall appoint five mem- 
bers who shall constitute the Society’s representa- 
tives upon the state committee known as the Joint 
Committee on Public Health Education. The term 
of one of the members of this committee shall expire 
each year. 

CHAPTER 7—EMERGENCY 


Section 1. When prompt speech and action are 
imperative, authority to speak and act in the name 
of the Society is invested in the Council. 

CHAPTER 8—ANNUAL DUES 


Section 1. The annual dues shall be ten dollars 
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for each member. The Secretary of each County 
society shall collect and forward the dues to the 
State Secretary on or before April first of each 
year. 

Section 2. Any member in arrears after April 1st 
of each official year shall stand suspended until his 
name is properly recorded and his dues for the 
current year properly remitted. 

Section 3. Any county society which fails to make 
the reports required at least thirty days before the 
Annual Meeting of the State Society shall be held 
suspended and none of its members or delegates 
shall be permitted to participate in any of the pro- 
ceedings of the Society or of the House of Dele- 
gates. 


CHAPTER 9—CouNTY SOCIETIES 


Section 1. All county societies now in affiliation 
with the State Society or those which may here- 
after be originated in this state, which have adopted 
principles of organization not in conflict with this 
Constitution and By-Laws or with the principles of 
Medical Ethics of the American Medical Association, 
will upon application to the Council receive a char- 
ter and become a component part of this Society. 

Section 2. Only one component county medical 
society shall be chartered in any county. 

Section 3. Each county society shall be the judge 
of the qualifications of its own members; but, as 
such Societies are the only portals to this Society 
and to the American Medical Association, every 
reputable and legal practitioner of medicine shall be 
eligible to membership. He shall continue as a 
member providing he complies with the provisions 
of the Constitution: and By-Laws of his county so- 
ciety and of this Society. In the event that his con- 
duct, actions or professional labors reflect violation 
of said provisions, and in the event of failure on 
the part of his county society to exercise disciplinary 
action upon him, the Council after due notice and 
hearing, may cause his expulsion. 

A member of a component society whose license 
has been revoked shall be dropped from member- 
ship automatically as of the date of revocation. 

Section 3. Any physician who may feel aggrieved 
with the action of his county society in suspending 
or expelling him from membership shall have the 
right to appeal to the Councilor of his district and 
lastly to the Council. 

Section 4. In the hearing of appeals the Councilor 
or the Council may admit oral or written evidence 
as in their judgment will best and most fairly pre- 
sent facts. The decision of the Council is final and 
an appeal can only be taken to the Judicial Council 
of the American Medical Association upon the rep- 
resentation that the appellant was not accorded the 
opportunity of a fair and just trial. 

Efforts at conciliation and compromise shall, how- 
ever, precede all hearings. 

Section 5. A physician living near a county line 
may hold his membership in that county most con- 
venient for him to attend, on permission of the 
a or Councilors in whose jurisdiction he re- 
sides. 

Section 6. Each county society shall have general 
direction of the affairs of the profession in the 
county, and its influence shall be constantly exerted 
for bettering the scientific, the moral and material 
conditions of every physician in the county; sys- 
tematic effort shall be made by each member and by 
the county society as a whole to increase the mem- 
bership until it embraces every eligible physician in 
the county. 

Section 7. At the annual meeting of each county 
society or at a designated meeting, of which ample 
notice has been given, each county society shall elect 
annually delegates or alternate delegates in con- 
formity with the provisions of this Constitution and 
By-Laws to represent the county society in the 
House of Delegates of this Society. The Secretary 
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of the County Society shall immediately send a list 
of its delegates to the Secretary of the state Society. 

Section 8. The Secretary of each county society 
shall keep a roster of its members, and if practicable 
a list of nonaffiliated physicians in the county, in 
which shall be shown the full name, the address, the 
college and date of graduation, the date of license 
to practice in this state, and such other information 
as may be deemed necessary. 

Section 9. Each county society shall appoint or 
elect a committee on Public Legislation and Public 
Policy, and the County Secretary shall send the name 
and address of the Chairman to the Secretary of 
this Society. 

CHAPTER 10—AMENDMENTS 

Section 1. These By-Laws may be amended by a 
majority vote of the delegates present, after the pro- 
posed amendment is laid on the table for one ses- 
sion. These By-Laws become effective immediately 
upon adoption. 





DELEGATES 


(The names of delegates appear in capital letters; 
alternates in small letters) 
Alpena County—16 
E. L. FOLEY, Alpena 
A. R. Miller, Harrisville 
Northern Michigan—23 
Antrim, Charlevoix, Emmet, Cheboygan 
DON DUFFIE, Central Lake 
F. C. Mayne, Cheboygan 
Barry County—12 
C. P. LATHROP, Hastings 
C. S. McIntyre, Hastings 
Bay-Arenac-Iosco—62 
H. P. LAWRENCE, Bay City 
A.D. Allen, Bay City 
Berrien County—44 
W. C. ELLET, Benton Harbor 
L. M. Rutz, Niles 
Branch County—11 
A. G. HOLBROOK, Coldwater 
S. E. Far, Quincy 
Calhoun Countv—114 
C. S. GORSLINE, Battle Creek 
GEORGE HAFFORD, Albion 
W. L. Godfrey, Battle Creek 
W. F. Martin, Battle Creek 
Cass County—9 
W. C. McCUTCHEON, Cassopolis 
George W. Green, Dowagiac 
Chippewa-Mackinac—15 
J. G. BLAINE, Sault Ste. Marie 
F. C. Bandy, Sault Ste. Marie 
Clinton County—13 
W. A. SCOTT, St. Johns 
G. H. Frace, St. Johns 
Delta County—20 
A. S. KITCHEN, Escanaba 
W. A. Lemire, Escanaba 
Dickinson-Iron—18 
Eaton County—19 
PHIL H. QUICK, Olivet 
Stanley Stealey, Charlotte 
Genesee County—127 
C. F. MOLL, Flint 
J. T. CONNELL, Flint 
M. S. KNAPP, Flint 
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G. J. Curry, Flint 
D. D. Knapp, Flint 
M. S. Chambers, Flint 
Gogebic County—25 
W. E. TEW, Bessemer 
T. R. Reese, Ironwood 
Grand Traverse-Leelanau—25 
Gratiot-Isabella-Clare—27 
W. E. BARSTOW, St. Louis 
F. J. Carney, Alma 
Hillsdale County—20 
G. R. HANKE, Ransom 
O. G. McFarland, North Adams 
Houghton-Baraga-Keeweenaw—39 
H. M. JOY, Calumet 
R. B. Harkness, Houghton 
Huron County—8 
Ingham County—96 
E. J. McINTYRE, Lansing 
L. G. CHRISTIAN, Lansing 
O. Brengel, East Lansing 
Ionia-Montcalm County—36 
I. S. LILLY, Stanton 
H. B, Weaver. Greenville 
Jackson County—73 
J. J. OMEARA, Jackson 
PHILIP RILEY, Jackson 
C. S. Clark, Jackson 
H. A. Brown, Jackson 
Kalamazoo-Van Buren-Allegan—117 
F. T. ANDREWS, Kalamazoo 
F. C. PENOYER, South Haven 
L. H. Stewart, Kalamazoo 
J. H. Van Ness, Allegan 
Kent County—194 
A. V. WENGER, Grand Rapids 
G. H. SOUTHWICK, Grand Rapids 
R. G. DENHAM, Grand Rapids 
W. E. WILSON, Grand Rapids 
A. M. Moll, Grand Rapids 
L. E. Sevey, Grand Rapids 
J. S. Brotherhood, Grand Rapids 
W. R. Vis, Grand Rapids 
Lapeer County—19 
H. B. ZEMMER, Lapeer 
D. J. O’Brien, Lapeer 
Lenawee County—34 
R. G. B. MARSH, Tecumseh 
C. H. Westgate, Morenci 
Livingston County—12 
H. L. SIGLER, Howell 
L. A. Davis, Howell 
Luce County—9 
R. E. SPINKS, Newberry 
C. B. Toms, Newberry 
Macomb County—38 
J. E. CURLETT, Roseville 
E. Eveleth, Fraser 
Manistee County—13 
A. A. McKAY, Manistee 
H. D. Robinson, Manistee 
Marquette-Alger—34 
V. VANDEVENTER, Ishpeming 
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A. W. Hornbogen, Marquette 
Mason County—9 
C. M. SPENCER, Scottville 
E. W. Switzer, Ludington 
Mecosta-Osceola—19 
L. E. KELSEY, Lakeview 
T. P. Treynor, Big Rapids 
Menominee County—12 
D. R. LANDSBOROUGH, Daggett 
E. Sawbridge, Stephenson 
Midland Countv—8 
WILBER D. TOWSLEY, Midland 
Joseph H. Sherk, Midland 
Monroe County—32 
S. J. RUBLEY, Monroe 
M. A. Hunter, Monroe 
Muskegon County—68 
F. W. GARBER, SR., Muskegon 
C. J. Bloom, Muskegon 
Newaygo County—10 
Oakland Countv—99 
C. T. EKLUND, Pontiac 
F. A. MERGER, Pontiac 
F. A. Baker, Pontiac 
N. B. Colvin, Pontiac 
Oceana County—8 
A. R. HAYTON, Shelby 
C. Day, Hart 
Otsego-Montmorency-Crawford-Oscoda- 
Roscommon-Ogemaw—11 ; 
C. R. KEYPORT, Grayling 
L. A. Harris, Gaylord 
Ottawa County—21 
R. H. NICHOLS, Holland 
S. L. DeWitt, Grand Haven 
Ontonagon County—7 
F. W. McHUGH, Ontonagon 
E. J. Evans, Ontonagon 
Saginaw County—68 
J. T. SAMPLE, Saginaw 
C. E. Toshach, Saginaw 
Sanilac County—7 : 
C. G. ROBERTSON, Sandusky 
S. M. Tweedie, Sandusky 
Schoolcraft County—5 
A. C. SCHOCH, Manistique 
A. R. Tucker, Manistique 
Shiawassee County—27 
W. F. WEINKAUF, Corunna 
W. E. Ward, Owosso 
St. Clair County—38 
A. J. MacKENZIE, Port Huron 
C. C. Clancy, Port Huron 


St. Joseph County—17 


CHARLES MORRIS, Three Rivers 

Tri-County—18 
Wexford, Kalkaska, Missaukee 

Tuscola County—23 

C. W. CLARK, Caro 

N. J. Malloy, Gagetown 

Washtenaw County—114 

J. A. WESSINGER, Ann Arbor 

E.'B. KELLOGG, Ypsilanti 
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M. E. Soller, Ypsilanti 
Fred L. Arner, Ann Arbor 
Wayne County—1,354 
CHARLES J. BARONE, Detroit 
E. C. BAUMGARTEN, Detroit 
A. P. BIDDLE, Detroit 
A. S. BRUNK, Detroit 
WM. J. CASSIDY, Detroit 
J. L. CHESTER, Detroit 
NORMAN E. CLARKE, Detroit 
BASIL L. CONNELLY, Detroit 
J. D. CURTIS, Detroit 
J. H. DEMPSTER, Detroit 
CHARLES E. DUTCHESS, Detroit 
. U. ESTABROOK, Detroit 
.O. GIEB, Detroit 
K. HASLEY, Detroit 
. T. HENDERSON, Detroit 
. JOSEPH HIMMELHOCH, Detroit 
J. HIRSCHMAN, Detroit 
W. INSLEY, Detroit 
A. KELLY, Detroit 
B. LAKOFF, Detroit 
. J. LEITHAUSER, Detroit 
. A. LUCE, Detroit 
. M. McKEAN, Detroit 
. L. NOVY, Detroit 
I. OWEN, Detroit 
.C. PENBERTHY, Detroit 
W. S. REVENO, Detroit 
J. R. RUPP, Detroit 
W. J. STAPLETON, JR., Detroit 
A. H. WHITAKER, Detroit 
L. Byron Ashley, Detroit 
A. U. Axelson, Detroit 
D. S. Brachman, Detroit 
W.N. Braley, Detroit 
C. L. Candler, Detroit 
H. R. Carstens, Detroit 
J. H. Chance, Detroit 
C. R. Davis, Detroit 
E. C. Davidson, Detroit 
D. P. Foster, Detroit 
L. J. Gariepy, Detroit 
H. B. Garner, Detroit 
M. H. Hoffman, Detroit 
Wm. H. Honor, Detroit 
Wm. E. Johnston, Detroit 
H. I. Kallet, Detroit 
C. S. Kennedy, Detroit 
M. O. Kernick, Detroit 
F. J. Kilroy, Detroit 
J. Liburt, Detroit 
J. J. McClintock, Detroit 
J. B. Morin, Detroit 
H. E. Northrup, Detroit 
H. A. Pearse, Detroit 
F. S. Perkin, Detroit 
F. D. Royce, Detroit 
R. L. Schaefer, Detroit 
C. R. Van Grundy, Detroit 
C. C. Vardon, Detroit 
F. C. Witter, Detroit 
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ENTERTAINMENT PROGRAM OF 
MICHIGAN STATE MEDICAL 
SOCIETY ANNUAL 
MEETING 


Benton Harbor and St. Joseph 
September 15, 16 and 17 
For Women 
Monday 


Morning—Reception of wives of Delegates 
at Hotel Whitcomb in St. Joseph. 

Afternoon—Courtesy rides through Fruit 
Belt, House of David and along Lake 
Michigan. Golf for women at Berrien 
Hills Country Club. Informal bridge 
tables in Hotel Whitcomb gardens. 

Evening—Bridge party, Lobby of Hotel 
Whitcomb. Dancing in Outdoor Ball 
Room of Hotel Whitcomb (Regular 
Whitcomb Dance Program). 


Tuesday 
1:00—Luncheon and Bridge, Berrien Hills 
Country Club. 
4:45—Excursion Ride on Lake Michigan. 
Large Goodrich passenger ship. 
Evening—Special Show, Liberty Theater, 
Benton Harbor. 


Wednesday 


10:30 A. M.—Special Style Showing, cour- 
tesy Shepard & Benning, St. Joseph. 
11:30 A. M.—Courtesy rides through the 

Fruit Belt for those missing out on Mon- 

day. 

Courtesy cars will be provided at all times 
for the visitors and special privilege placards 
provided for all cars. Special trips will be 
arranged for those who wish, and open 
privileges for golf fans at all hours at the 
Berrien Hills and Twin City Golf Courses. 
Information and registration booths will be 
maintained at the Whitcomb Hotel in St. 
Joseph and Sonner Hall in Benton Harbor. 
The bridge prizes will be worth playing for. 
and the Berrien County women, under the 
leadership of Mrs. Henry Bartlett of St. 
Joseph, promise to keep every woman visitor 
entertained from the time she arrives until 
departure. 

Husbands will not have to worry about 
their wives’ transportation or entertainment 
once they are registered. 


For Men 


Monday 


Evening—Smoker and luncheon for officers 
and members of House of Delegates. 
Hotel Whitcomb. 








ry 
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Tuesday 


4:45 P. M.—AIl who wish may go on the 
excursion ride on Lake Michigan. A 
large Goodrich passenger ship will make 
about an hour’s trip out in the lake. 

For the golf bugs the Berrien Hills Coun- 
try Club and the semi-public Twin City Golf 
Course and Martin Hills Club will be avail- 
able at all times. 

Those who wish amusement will find the 
Silver Beach Amusement Park a short walk 
from the Hotel Whitcomb. All the rides, 
dancing, etc. Visits may also be made to 
the House of David Amusement Park and 
the Zoo in Benton Harbor. 

Monday, Tuesday and Wednesday there 
will be Courtesy Cars available in the late 
afternoon for rides through the Fruit Belt, 
or you can join the procession with your 
own Car. 

The Chambers of Commerce will provide 
small baskets of Berrien County fruit on 
Tuesday and Wednesday for souvenir gifts. 

Special Privilege placards will be given 
to all who wish them when they register. 
Cars provided with these signs will be given 
extra consideration by the police of the 
Twin Cities. Garages are available near 
every hotel and a list will be sent out by 
the Chambers of Commerce. 

Boy Scout guides will be available on 
Monday and Tuesday. 

Physicians who wish to bring their wives 
can park them with the Ladies Entertain- 
ment Committee until ready to leave for 
home and we will promise you that there 
will be no excuse on their part if they com- 
plain of being left to shift for themselves. 





HOTELS—ANNUAL MEETING 
Benton Harbor 


Hotel Vincent......$2.50 single to $12 double 
Hotel Premier ............ $2.00 single and up 
Hotel Michigan 2.00 single and up 
Hotel Dwan 2.00 single and up 
Hotel Benton .............. 2.00 single and up 
Hotel Fastland 1.50 single and up 


St. Joseph 
Hotel Whitcomb— 


$2.50 single and up to $12.00 double 
Hotel Dennis— 


$2.50 single and up to $10.00 double 
Hotel Lakeview— 

$2.00 single and up to $8.00 double 
Edgewater Beach Hotel— 

$7.00 per day American plan. 
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Above listed hotels are sufficient to ac- 
commodate all of the physicians and their 
wives who might attend. There are many 
others not listed because not first class, year 
around hotels but are available if necessary. 

Hotel Whitcomb is to be headquarters in 
St. Joseph and Hotel Vincent in Benton 
Harbor. 

Reservations may be sent direct to hotels 
or to the Berrien County Medical Society. 
A Hotel Committee has been appointed to 
see that all reservations are taken care of 
and communications may be addressed to 
Dr. F. J. Witt at St. Joseph or to the Secre- 
tary, Dr. W. C. Ellet of Benton Harbor. 


et 





OUR EXHIBITORS 


Members are urged to spend a goodly 
amount of their time visiting the Commer- 
cial and Scientific Exhibits. Representa- 
tives of exhibitors will be ready to answer 
questions and to serve you. 


COMMERCIAL EXHIBITS 





Booth 
Columbus Pharmacal Co., Columbus, Ohio.......... 19 
General Electric X-ray Corporation, Chicago, Ill. 10 
Gerber Products Division, Fremont, Mich............. 8 
Horlicks Malted Milk Corporation, Racine, Wis... 7 
The G. A. Ingram Co., Detroit, Mich............... 11 & 12 
Kellogg Company, Battle Creek, Mich................... 16 
A. Kuhlman & Co., Detroit, Mich 23 
Laboratory Products Company, Cleveland, Ohio.. 22 
Medical Protective Company, Chicago, III............. 13 
Mead Johnson & Company, Evansville, Ind........... 25 
The C. V. Mosby Company, St. Louis, Mo............. 17 
Petrolagar Laboratories, Chicago, IIl...................... 9 
Professional Underwriters, Grand Rapids, Mich... 24 
W. B. Saunders Company, Philadelphia, Pa........... 20 


Bruce Publishing Company, St. Paul, Minn......... 15 
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Write 
For Your 
Hotel 


Reservation 


Today 








MEMBERS OF WOMAN’S 
AUXILIARY 


Mrs. Harris, staté president, wishes to 
call your attention to the fourth annual 
meeting of the Woman’s Auxiliary Michi- 
gan State Medical Society, to be held at 
Benton Harbor and St. Joseph, September 
14, 15 and 16, 1930. 


The program planned is as follows: 


Monday evening, September 15—Infor- 
mal bridge for ladies at Whitcomb Hotel, 
St. Joseph. 


Tuesday morning—Registration of mem- 
bers and delegates. Women’s headquarters 
to be Vincent Hotel, Benton Harbor. All 
are requested to register. (Each County 
Auxiliary is entitled to one delegate to each 
twenty-five members or major fraction 
thereof.) 


Tuesday, twelve noon—Executive Board 
meeting, Country Club. 


Tuesday noon, 12:30—Luncheon for vis- 
iting ladies at Country Club, to be followed 
by business meeting, reports of delegates 
and annual election of officers. 

At this luncheon meeting Mrs. G. Henry 
Mundt, of Chicago, IIl., will be our speaker. 
Mrs. Mundt is state organizer for Illinois, 
as well as director on the national board of 
the Woman’s Auxiliary. 


Tuesday, 5:00 P. M.—Boat ride. 


Tuesday, 7:00 P. M.—Special music at 
Liberty Theater. 


~ Wednesday, September 17, there will 
either be a ride through the surrounding 
country or a style show at the shops. That 
will be decided later. 

I think the above sounds like an interest- 
ing time for the visitors, don’t you? 

Mrs. Harris has named her nominating 
committee: Mrs. John C. Smith, Chairman, 
Jackson; Mrs. C. P. Doyle, Lansing; Mrs. 
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Joseph Rosenfeld, Battle Creek; Mrs. M. T. 
Slattery, Bay City. 

Mrs. Harris is most desirous of a large 
attendance, and hopes for a round table dis- 
cussion of County problems, also to become 
better acquainted, thereby making Michigan 
outstanding in the National. organization. 
Please keep September 15, 16 and 17 free 
to attend this very important meeting and 
remember the place, Benton Harbor and St. 
Joseph. 

Yours very sincerely, 
Louise T. URMSTOoN, 
Editor Woman’s Page. 





At the National meeting held in Detroit 
in June, Mrs. J. Newton Huntsberger, of 
Pennsylvania, was chosen president for the 
coming year, and Mrs. A. B. McGlothlan, 
of Missouri, to serve the year following. 
Other officers chosen were: Mrs. Arthur 
T. McCormack, of Kentucky, recording sec- 
retary; Mrs. Fred L. Adair, treasurer, and 
Mrs. C. L. Reed, of Texas, historian. 

Vice presidents elected were: Mrs. South- 
gate Leigh, of Virginia; Mrs. James Blake, 
of Minnesota; Mrs. C. W. Garrison, of Ar- 
kansas, and Mrs. Joseph F. Percy, of Cali- 
fornia. Other directors selected are: Mrs. 
Ephriam Mulford, of New Jersey, and Mrs. 
Frank W. Cregor, of Indiana. 

Chairmen of standing committees are: 
Hygeia, Mrs. R. N. Herbert, of Tennessee; 
program, Mrs. E. V. DePew, of Texas; 
finance, Mrs. Thomas Freeman, of Illinois; 
legislation, Mrs. Eleanor Whitney, of 
Michigan; revisions, Mrs. W. Wayne Bab- 
cock, of Pennsylvania; public relations, Mrs. 
A. H. Lippincott, of New Jersey; press, 
Mrs. John O. McRaynolds, of Texas; print- 
ing, Mrs. Edgar S. Buyers, of Pennsyl- 
vania; social, Mrs. Walter Freeman, of 
Pennsylvania. 
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“I hold every man a debtor to his profes- 
sion, from the which as men of course do 
seek to receive countenance and profit, 
so ought they of duty to endeavor them- 
selves, by way of amends, to be a help 
and ornament thereunto.” 

—Francis Bacon. 
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THE ANNUAL MEETING 


This is the last number of the Journal 
preceding the Annual Meeting of the Michi- 
gan State Medical Society. If we are tc 
judge by the number and quality of the con- 
tributed articles that it has been our pleas- 
ure to publish, we are impelled to the happy 
conclusion that 1929-30 has been one of the 
most successful years in the history of the 
Michigan State Medical Society. This num- 
ber of the Journal contains the program of 
the 110th annual meeting. There is a 
veritable post-graduate course in store for 
those who attend the meeting at Benton 
Harbor. 
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While the past has been a successful vear 
and President J. D. Brook and Council are 
to be congratulated, it is equally true that 
at no other time in the history of the Soci- 
ety is a united profession more necessary. 
Our problems in the immediate past have 
been scientific; the pressing problems of the 


J. D. Brook, M.D. 
President 1929-1930 


future will not only be scientific but eco- 
nomic and sociologic as well. There are cer- 
tain broad movements in progress through- 
out the nation which affect materially the 
interests of the medical profession. It is our 
duty to familiarize ourselves with currents 
and cross currents of lay opinion that 
we may be able to act intelligently in the 
best interest of all concerned. 

This is an urgent call for every member 
of the Society to interest himself in the 


medical problems of today and to be pres- 
ent at the annual meeting whether he is a 
delegate or attending in the capacity of a 
member at large of the Michigan State 
Medical Society. 
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PATERNALISM IN MEDICINE 


It is hoped that the readers of this Jour- 
nal either in person heard the President’s 
address by Dr. William G. Morgan of 
Washington, D. C., before the American 
Medical Association, or better that each one 
has read this address in the quietude of his 
own sanctum as it appeared in full in the 
Journal of the American Medical Associa- 
tion of June 28th. It is a significant matter 
~ that the subjects of presidential addresses 
of the chief executives of the American 
Medical Association have dealt with some 
phase in regard to the social and economic 
trend of medical practice. Each views with 
alarm the tendency of medicine away from 
the doctor as an individual to the doctor 
as a paid employee, a condition Dr. Mor- 
gan defines as paternalism; “Whether ex- 
ercised by a government, an employer, a 
group of citizens, a parent or a guardian, 
the principle involved is the same. It is the 
principle or practice of the government that 
undertakes to supply needs or to regulate 
conduct of the governed in matters affect- 
ing them as individuals as well as their re- 
lations to the state and to each other on the 
assumption that it can best determine and 
secure their highest welfare.” 

Dr. Morgan goes on to relate the history 
of the idea from primitive society which 
was entirely paternalistic, through to the 
seighteenth century when society became 
complex, when social equality of individ- 
uals began to fade and class distinctions 
began to manifest themselves. There is a 
tendency for paternalism to go in waves or 
in tides as it were. The strong, capable in- 
dividual wants little interference on the 
part of the state, except protection in 
his lawful pursuit of. a livelihood. The 
weakling, however, is relieved of personal 
responsibility in proportion to the degree of 
paternalism that prevails. A vigorous thrifty 
society feels that the less interference the 
better, hence we have the political doctrine 
of laissez faire. English political philoso- 
phers of the eighteenth century taught the 
doctrine of laissez faire which meant in- 
dividual freedom. European nations have 
recoiled from this eighteenth century doc- 
trine until now paternalism has assumed a 
large place in national life. As Dr. Morgan 
sums it up: 

“Finally, however, the laissez faire state once 
more began to exercise an attitude of paternalism, 


first in matters of aiding industrial or other groups 
in the prevention of poverty, in the care of the 
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sick, and by assisting those bereft by death of the 
source of support.. The state, having once more 
entered the home and looked into the family ex- 
chequer, assumed again the paternalistic attitude, 
until now (at least in certain notable instances with 
which all are familiar) it says what its citizens 
shall drink, what they may and may not buy and 
sell, what they may and may not do on certain 
days of the week—in short, it has built up such a 
maze of thou-shalt-not laws governing personal af- 
fairs that one wonders, What next?” 

Dr. Morgan discusses the matter of com- 
pulsory health insurance. Regarding volun- 
tary health insurance on the sick and acci- 
dent principle, much may be said in its favor; 
the company assumes the financial risk leav- 
ing the patient free to select his own physi- 
cian. Under the scheme of compulsory 
health insurance as it obtains in England 
and in Germany, the patient receives no 
money as the company guarantees simply to 
furnish medical aid in the event of illness. 
The company being the state, the physician 
supplied is the employee of the state and is 
under the control of that organization, body 
and soul. The patient has no choice what- 
soever in the matter of selecting his physi- 
cian. The result has been in both England 
and Germany dissatisfaction on the part of 
both physician and patient. A large part of 
the doctor’s time is taken up in purely cleri- 
cal routine leaving no time for leisure to 
keep abreast with his professional studies. 
Dr. Morgan quotes Sir James Barr who 
characterizes the act in Great. Britain as “A 
long step in the downward path toward so- 
cialism. It will tend to destroy individual 
effort, and increase the spirit of dependency 
which is ever found in degenerate races. 
This spoon-fed race will look more and 
more to a paternal government to feed and 
clothe it, and not require it to work more 
than a few hours daily. They will be fur- 
ther encouraged to multiply their breed at 
the expense of the healthy and intellectual 
members of the community.” 

We might add that too much help, for 
which the person assisted does not give an 
equivalent, leads to degeneracy and eventu- 
ally to the survival of the unfit. In spite of 
the opposition of the British medical pro- 
fession to state medicine, in 1927 there were 
reported in England and Scotland and 
Wales 38,486 physicians so employed by the 
state. To quote Dr. Morgan: 


“The wonder to us is that any member of the 
medical profession anywhere would become part and 
parcel of such a scheme. And yet, within our own 
ranks there are men in high places who are en- 
gaged in propaganda to bring about some such sys- 
tem of practice in this country. We have enough 
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of it already in so-called contract practice, in lum- 
ber camps, ‘sweatshops, and various commercial 
and industrial institutions; do we want the pater- 
nalistic hand of the government to reach out and 
take hold of medical practice in any such fashion 
as that started by Germany and followed by so 
many other countries? Do we want any form of 
state medicine, within the definition laid down by 
this association?” 


The state has, however, a recognized 
function in the matter of health, namely, 
preventive medicine and protection from 
disease under quarantine as well as the hos- 
pital care of mental cases which require in- 
stitutional supervision over long periods. 
Even people of ample means cannot take 
care of a member of the family who ‘comes 
within the category of mental disorder. All 
cases of illness which do not come in this 
class should be taken care of by the indi- 
vidual physician and it would seem the best 
for all conecrned if the greatest freedom 
possible were allowed the patient in the 
choice of his physician, especially when the 
state has done its duty to see that none is 
permitted to practise who has not fulfilled 
the requirements in regard to medical edu- 
cation as established by the state. 





THE COMMERCIAL X-RAY 
LABORATORY 


This is one of the nuisances with which 
physicians in the larger cities have to con- 
tend. These institutions seek a reputation 
for cut-rate prices on X-ray films. The pa- 
tient who thinks he needs an X-ray exami- 
nation goes unreferred to one of these quasi 
laboratories, gets his X-ray examination 
(sic) and buys the X-ray films which are 
usually indifferently made, then visits his 
physician with the visible evidence (?) of 
his condition in an envelope. The inter- 
pretation is presumed to be the work of his 
doctor, who in turn usually seeks the ad- 
vice of a roentgenologist to do the plate 
reading. The last named is also baffled 
partly on account of the lack of diagnostic 
quality in the plates, and the fact that a 
great deal of diagnostic data in many cases 
are supplied only on fluoroscopic examina- 
tion. The fluoroscopic examination having 
no market value to these laboratories is not 
made nor recorded. Frequently patients 
come with series of films of the gastroin- 
testinal tract or with radiographs of the 
chest. It goes without saying that neither 
examination can be complete without a care- 
ful fluoroscopic study. And for this reason 
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as well as others, the interpretation of films 
and fluoroscopic findings should be made by 
the roentgenologist making the examination. 
Where a technician is employed his work 
should be directed by the roentgenologist. 
Patients presumably buy the radiographs in 
order to save a regular roentgenologist’s fee 
for examination. Both money and materials 
are worse than wasted since the X-ray ex- 
amination if indicated requires to be re- 
peated. 

It goes without saying that no conscien- 
tious doctor ever refers patients to these in- 
stitutions. The unfortunate patients are the 
deluded victims of greed and incompetency. 





SERUM PIGMENT STUDIES 


At the recent Scientific Exhibit in the 
81st Annual Convention of the American 
Medical Association, there was awarded a 
certificate of merit for original investigation 
in the field of latent jaundice. Several new 
and significant phenomena were disclosed 
by serial clinical observations based on 
changes in the icterus index, van.den Bergh 
reaction and quantitative bilirubin estima- 
tion. Only because these three tests were 
always used together were such findings 
possible, and in the correlation of the re- 
sults the new phenomena were discovered. 

The clinical application of the three tests 
to the following entities gives information 
of definite diagnostic or prognostic value: 
cerebral hemorrhage, ruptured ectopic preg- 
nancy, cardiac failure, primary anemias, 
post-operative liver function, lobar pneu- 
monia, liver cirrhoses, liver metastasis of 
intra-abdominal carcinoma, familial jaun- 
dice, pernicious vomiting of pregnancy, sep- 
ticemia, sickle cell anemia, hepatitis second- 
ary to cholecystitis, pancreatitis, and duo- 
denal ulcer. 

The incidence of latent jaundice following 
trauma was strikingly shown. The mechan- 
ism of colloidal bilirubin crises, at the icterus 
index 16.6, was well explained, and the fact 
that the same icterus index is frequently 
present at the time of death in lobar pneu- 
monia without pleural effusion presents a 
decided challenge to investigation. 

A rational interpretation of the van den 
Bergh test and its application to the conver- 
sion of nascent colloidal bilirubin to the eas- 
ily excreted crystalloid form by the liver 
parenchyma, as shown from serial studies, 
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explains many obscure features heretofore 
making an understanding of jaundice diff- 
cult. 

The studies in primary pneumococcic 
lobar pneumonia have established a standard 
of normals against which the effectiveness 
of various therapeutic measures may be de- 
termined. 

The correllated pigment estimations by 
*Elton of over 1000 personally made tests 
have revealed new facts in evaluating these 
phenomena. 

A complete report of this work is antici- 
pated in the near future. 

Structural alterations in gross and micro- 
scopic sections of liver tissue during pig- 
ment retention are interesting studies. The 
preparation of the tissue with care for mini- 
mal loss of liver fluids and maximal color 
loss is important. Thin gross sections 
(l-cm. thick) prepared quickly in Kaiser- 
ling solutions and transferred to thick white 
sugar solution within a thin glass cell are 
suitable for close inspection and correllation 
with the icterus indices and the microscopic 
appearances. 

The miscroscopic sections give interesting 
visible bile pigment displays which can be 
quantitatively estimated in one, two and 
three grades. The pigment is usually dis- 
played at and about the central veins. There 
is however most interesting distributions of 
the pigment from the periphery of the 
lobule towards the central vein when the 
lobular tissue is irregularly damaged. The 
Kupfer cells of the blood capillaries in a 
peripheral zone of the lobule hold bile 
pigment which is being transferred to near- 
by parenchymal cells and these in turn are 
seen passing it to the bile capillaries around 
the central vein. A comparison of the lobule 
cells where pigment is being transferred, 
with those without pigment will easily dif- 
ferentiate the non-functioning portions of 


the lobule. James E. Davis. 





LET US NOT FORGET THE ART FOR 
THE SCIENCE 

It has come to be rather customary for 
doctors—we had almost said of the older 
generation—who have been practicing for 
two decades or more to deplore the lack 
of skill in physical diagnosis which is pre- 
sumed to characterize the work of many 





*Davis and Elton, Exhibit upon Serum Pigmentation 
Studies, A. M. A. Scientific Exhibit, Detroit, 1930. 
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recent graduates. We do not like to take 
up the cudgels in behalf of physical diag- 
nosis versus laboratory methods nor of 
laboratory methods versus physical diag- 
nosis. No subject of a scientific nature can 
be settled by debate, which, at most empha- 
sizes one phase of the subject to the detri- 
ment or suppression of another. Apropos 
of this subject the Journal of the Indiana 
State Medical Association makes the fol- 


lowing observation. 
“At a recent staff meeting where the program 


consisted of the presentation of interesting cases 


by the visiting staff, the patients were wheeled into 
the amphitheater on carts. Not a single clinician 
demonstrated his methods of making a physical ex- 
amination in order to arrive at a diagnosis, yet the 
cases all lent themselves to this method of making 
a diagnosis. The time was taken up largely by a 
discussion of x-ray pictures and other laboratory 
findings. If the same group of cases had been pre- 
sented in the same institution fifteen years ago by 
the staff, a careful analysis of all the objective 
physical findings in the case would have been dem- 
onstrated first, and then whatever laboratory data 
were available would have been presentéd. 

“The reason for this difference in methods of 
arriving at a diagnosis is understood easily. The 
age of great clinical teachers of medicine appears 
to have passed. We do not see them any more 
about our medical colleges. The men with powers 
of keen observation and logical reasoning, based 
upon a wealth of experience at the bedside, and 
checked by autopsy findings, no longer play the 
leading roles in the education of medical students. 
Sleek-haired young men with a rich vocabulary of 
technical terms and laboratory equations direct the 
student in his diagnostic efforts. When one attends 
a clinic conducted by men trained under such 
methods, he can expect to find the major emphasis 
laid on laboratory tests, for they have had but little 
training in methods of physical examination. 

“It would of course be folly to underestimate the 
great value of the laboratories’ contribution to scien- 
tific medicine. In fact medicine’s sole claim to being 
a science rests upon the laboratory. It is well to 
remember, however, the effect which the scientific 
method of training medical students has had and is 
having on the personal characteristics of the phy- 
sician. It does not develop men of broad, human 
sympathies whose approach to the problems of ill- 
ness is by way of the patient himself rather than a 
series of chemical reactions or shadows on a sensi- 
tized plate. Any medical student who has been de- 
nied the inspiration that comes from personal con- 
tact with broad-minded clinical teachers of medicine 
misses the most valuable part of a medical educa- 
tion. 


The editor has expressed the situation 
very clearly. We are sometimes inclined to 
think that with the development of science 
as manifest in the extension of laboratory 
investigation many get into medicine who 
are not inherently physicians in their mental 
make-up. A man may be scientifically 
minded and at the same time very cold and 
unsympathetic so far as his human contacts 
are concerned. Life may be to a certain 
extent a matter of physics and physiological 
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chemistry but it is a great deal more. Med- 
icine is an art as well as a science but in 
this mechanistic age sometimes the art is 
lost sight of, so largely looms the science. 
We see here the law of compensation at 
work. In former times when medicine was 
much less scientific than today, physical 
diagnosis was the physician’s greatest re- 
source; without it he was helpless. Let us 
use all our instruments of precision, by all 
means, the X-rays, the basal metabolism ap- 
paratus, the stethoscope, clinical thermom- 
eter as well as the various chemical and 
serological examinations, but let us not for- 
get that the physician has an intuitive sense 
which can be developed only by long years 
of careful observation and deduction. 





LAPSED MEMBERSHIPS 


Approximately four hundred members of 
the various county societies of this state 
and consequently of the Michigan State 
Medical Society have allowed their mem- 
bership to lapse owing to the non-payment 
of dues. This is a regrettable circumstance. 
The cause in the great majority of instances 
is the financial depression that has settled 
down not only upon this state but over the 
whole nation. This editorial is not written 
in the spirit of censure nor is it a preach- 
ment on the subject of one’s duty. It is un- 
fortunate, however, that any physician 
should be compelled for financial reasons to 
forego his alliance with organized medicine. 
We know of nothing more important in a 
professional sense for a professional man, 
be he physician, lawyer, or engineer, 
than to maintain his connection with the 
organization designed to promote the inter- 
ests of his profession. 

If the dues of the county medical society 
constituted the only obligation of the aver- 
age physician, there would be little excuse 
for their non-payment. Many of us who 
live in cities and the larger towns have be- 
come “joiners.”’ Early in our career we be- 
gan by joining everything in sight that 
made an appeal such as lodges or clubs 
of various kinds each with its treasurer 
whose official hand is extended with each 
recurring year so that the various dues and 
fees as they accumulate become more or 
less a burden. We have known some or- 
ganizations that have little use for money, 
io go on collecting annual fees only to 
lie idly in the treasury. On the other hand 
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there is an occasional organization which 
gives a great deal in service to its members 
with a minimum outlay. 

It cannot be gainsaid that the county and 
state medical societies in point of service 
have the greatest claim upon their members. 
Not only is each member kept in touch with 
the scientific advance of his profession, he 
is likewise protected in the matter of legal 
action instigated by dissatisfied patients. 
The feature of insurance alone is worth the 
fee charged by the state medical society. The 
fact of financial stress makes it all the more 
necessary that the profession continue to be 
organized for its mutual interest and pro- 
tection. Probably at no other time in the 
history of the medical profession of this 
state is a closer union and therefore under- 
standing so important as at the present time. 
Our problems are not only scientific but they 
are economic and social as well. The only 
way in which the tendency towards state or 
socialized medicine can be counteracted or 
overcome is by united front on the part of 
ourselves. It is to be hoped that all the four 
hundred approximate will make good ere 
long, their position in the county and state 
society. 





LIVES OF GREAT MEN OFT 
REMIND US 


Last month there appeared in the Jour- 
nal of the Michigan State Medical Society 
stenographic reports of brief addresses made 
by a number of past presidents of the 
American Medical Association. This was 
part of the program at the complimentary 
dinner tendered the delegates and officers of 
the American Medical Association by the 
Michigan State Medical Society at the De- 
troit Yacht Club during convention week. 
The men who spoke at the dinner are, for 
the most part, of international reputation. 
They have made good. Each gave what 
might be called a momentary glimpse into 
his life, a thumb nail biography. The sub- 
ject assigned was the event or circumstance 
that had most influenced the speaker’s life. 
The time was also limited so that each 
speech was characterized by that brevity 
which is the soul of wit. We have no doubt 
that this feature of the Journal has been 
widely read as it should have been. 

Of all forms of literature, biography has 
the strongest appeal. Nothing is truer than 
the exclamation of the Latin poet: ‘Homo 
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sum; humanum nihil a me alienum puto,” 
which is the reason we all take so enthusi- 
astically to biography. Perhaps the basic 
cause of our interest in the lives of others 
is our interest in ourselves. Each one’s para- 
mount object in life in the broadest sense, 
is to adjust himself to his surroundings for 
successful adjustment is success in life. We 
therefore seek guidance in the lives of 
others who have exemplified our ideas of 
success, or we may also seek to profit from 
the failures and pitfalls of those who have 
been less fortunate. Again the charm of 
biography may consist in the telling. “TI 
have remarked,” said Carlyle, “that a true 
delineation of the smallest man and his 
scene of pilgrimage through life is capable 
of interesting the greatest man; each man’s 
life is a strange emblem of every man’s and 
human portraits faithfully drawn are of all 
pictures the welcomest on human walls.” 





MORTALITY STATISTICS 

“Michigan’s Department of Health” has 
been a feature of this Journal for a number 
of years. We take it for granted that it is 
read regularly by everyone who receives the 
Journal. The present contribution on the 
mortality of 1929 is of particular interest. 
On the whole, the total number of deaths 
for 1929 is 1,362 in excess of the number 
for 1928. When it is considered, however, 
that the population of 1929 was greater 
than that of the previous year the death rate 
may be considered as practically stationary, 
namely 11.9 per thousand of population. 
There will be noted a marked increase of 
deaths due to epidemic cerebrospinal fever 
which resulted in 852 deaths. Of the prin- 
cipal causes of death, organic heart disease 
stands highest with cancer as second. The 
cases of death from heart disease were al- 
most double from that of cancer. Cerebral 
hemorrhage occupies third place while the 
fourth place has been accorded to accidents. 

There were recorded for 1929, 4,133 
deaths due to accident of which the auto- 
mobile is charged as being the principal 
cause, to which are attributed 1,418 deaths. 
The majority of these might have been pre- 
vented had not somebody been in too much 
of a hurry. The same courtesy on the road 
that one ordinarily uses in his own draw- 
ing room would doubtless have prevented 
the majority of these fatalities. Important 
is the number of deaths due to drowning, 
namely 432. A great many of these also 
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might have been prevented. Seven and one- 
half per cent of all deaths in this state have 
been attributed to accidents. This fact is as 
much a disgrace to our state as typhoid 
polluted streams and wells, were they to 
exist. 

Tuberculosis has advanced from sixth to 
fifth place in the list of deaths for 1929 
compared with 1928. However, a perusal 
of the article on page 000 will be found of 
more than usual interest. 





THE METAMORPHOSIS OF THE DRUGGIST 


He used to deal in senna, squills, 
Of camphorated oils he spoke; 
Or urged the need for liver pills, 
Or pellets pink for pallid folk; 
Of vastly harsher cures than those 
He proved at times the savage master, 
And in his rougher moments rose 
To chili paste or mustard plaster. 


From these his livelihood he drew; 
His aid was friendly but severe; 

But altered times bring methods new— 
And what a graceful change is here! 

For less and less do human ills 
Provide his daily dose of duty— 

As adjutant of frocks and frills 
He waxes rich on retail beauty. 


The lipstick and the rouge replace 
The grimmer drugs he sold of yore, 
And many a beauteous female face 
Reflects the triumphs of his store; 
His is the truly paying line, 
His is the final touch and smartest; 
His shop should bear the splendid sign— 
“Here dwells a decorative artist.” 
—Manchester Guardian. 





Fad diets, modern habits of living, self-prescrip- 
tion and over use of laxative medicines and mineral 
oils, and infection, either directly or from foci, are 
among the possible causes suggested to explain the 
sharp rise in the appendicitis mortality rate during 
the last nineteen years. In 1928, more than 18,000 
deaths in the United States were attributed to this 
cause alone. Reports issued by the Metropolitan 
Life Insurance Company, based on records of pol- 
icyholders, show an increase of 20 per cent in the 
death rate for white males and a 14 per cent in- 
crease for white females during the last five years 
of this nineteen-year period as compared with the 
first five years. More men died from appendicitis 
during the entire period than did women and ap- 
parently they are becoming increasingly susceptible 
to the disease. Among adults of both sexes, older 
persons are being worse hit as the years go by, 
though even children under five have not been 
spared in the advance of appendicitis fatalities. 
Only the ages from 10 to 19 years have proved an 
exception to the general rule that appendicitis deaths 
are increasing in the face of modern science. Dur- 
ing the nineteen years there has been immense im- 
provement in surgical technic and focus of interest 
by the public and physicians on the disease has in- 
sured early diagnosis, thereby improving conditions 
for recovery, but still the fatalities grow—Science 
Service. 
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QUACKS AND QUACKERY 


The instances of quackery are too numerous and 
without sufficient inherent individual interest to war- 
rant any detailed treatment of the subject. Quack- 
ery has existed in one form or another from time 
immemorial. The purpose of this article is rather a 
consideration of the type of mentality that disposes 
one to exploit the weaknesses of his fellowman and 
also the type of mental make-up that lends itself to 
such exploitation. Medicine has perhaps been a 
more attractive field for pretenders than almost any 
other calling. The unfortunate sufferer in his des- 
pair grasps at straws—anything that promises a cure 
or relief. Sick minds are unable to judge as to the 
merits of those who hold themselves out as healers. 


The dictionary definition of quack embraces about 
all that is undesirable in the character of a human 
being. The Standard dictionary puts him down as 
a false pretender to cure, an empiric, humbug, char- 
latan, impostor or mountebank; his opposite is adept, 
expert, master, regular practitioner. The Oxford 
dictionary is less verbose, dismissing him as an 
ignorant pretender to skill, especially in medicine or 
surgery. It is fair to suppose that these are fair 
and impartial opinions since lexicographers are in 
all probability not physicians. So opprobrious is the 
term among the medical profession that in English 
law,* and American lawf too, to call a medical prac- 
titioner a “quack” is actionable per se without proof 
of special damage. Many of the healing cults might 
qualify according to the Oxford definition and do 
come under the category of quackery. It is hard to 
imagine an adult of sound mind and judgment lend- 
ing himself to the theory that human ailments all 
result for instance from maladjustment of vertebre. 


Quackery is said to go back to the beginning of 
human history. Human nature and credulity have 
not changed to any appreciable extent so that condi- 
tions have always been favorable to mystery- 
mongering. The healing art was early associated 
with priestcraft among primitive tribes; the two 
are associated even at the present time. The same 
relation may be seen among the more civilized in 
which healing and religious cults are combined. The 
control of the mysterious and unknown has been 
beyond the person of ordinary ability, so we have 
had a class of “specialists” who have been able to 
impress themselves on the more gullible by their 
peculiar ability to deal with the occult and the mys- 
terious. In ancient times these were the priest- 
magicians or the first quack doctors. Then followed 
belief in the therapeutic efficacy of various springs, 
relics and shrines. The early Babylonian priest- 
physician was wont to sprinkle water over a sick 
person at the same time repeating an incantation in 
order. to expel the evil spirit presumed to be the 
cause of the disease. “In ancient Greece, the rhizo- 
tomists or root cutters who sold secret remedies, 
love philtres and cosmetics to the credulous, were 
well versed in quackery; while in Rome in the time 


_ os Empire, there were quack doctors innumer- 
abdle, q 


*Encyclopedia Britannica. 
ae Men and the Law. Page 304. Lea and Febiger, 
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Quackery was probably introduced into Britain 
during the period of Roman occupation. Among 
the Arabs the quack doctor was known in the tenth 
century. Rhazes,§ the noted Arabian physician who 
gave the world the first accurate description of 
measles and smallpox, writes concerning the mounte- 
bank physician: “There are so many little arts used 
by mountebanks and pretenders to physic, that an 
entire treatise would not contain them. Their impu- 
dence is equal to their guilt in tormenting persons 
in their last hours. They profess to cure the falling 
sickness [epilepsy] by making an issue on the back 
of the head in the form of a cross. Others give 
out they can draw snakes out of their patient’s 
noses, or worms from their teeth, No wise man 
ought to trust his life to their hands.” 


During the middle ages there was no well definec 
distinction between the regular practitioner and the 
pretender. Mondeville, writing about 1306 says, “that 
unlearned persons, barbers, fortune-tellers, old 
women give themselves out for surgeons in order to 
gain a living and that kings, princes, prelates, 
curates, dukes and others dabble without knowledge 
in dangerous surgical treatments especially in treat- 
ment of diseases of the eye. * * * The vulgar say 
of these religions and their like, that they have 
knowledge revealed to them by the pure grace of 
the creator.” : 


The quack doctor was recognized in London about 
1382, when he was designated a “counterfeit phy- 
sician.” 


The first attempt at regulating medical and surgi- 
cal practice (in Anglo Saxon countries at least) 
with the object of suppressing quackery was in 1511 
during the reign of Henry VIII. Seven years later 
the College of Physicians was founded and given 
large powers for the suppression of quacks but in 
spite of this the medical pretender continued to 
flourish. One Thomas Gale, an army surgeon (1544), 
states that in St. Thomas’ and St. Batholomew’s 
Hospitals he saw over three hundred poor people 
suffering from the meddlesome ministrations of 
ignorant healers. 


Montaigne’s attitude towards physicians is inter- 
esting in connection with our subject. To fix the 
period the reader is informed that the noted French 
savant was born in 1533 near the city of Bordeaux 
and died in the year 1592. He manifested a dislike 
to the profession and an abhorrence for “physic.” 
“I am of quite contrary humor to other men,” ‘said 
he, “for I always despise it [physic]; but when I 
am sick, instead of recanting or entering into com- 
position with it, I begin yet more to hate, nauseate, 
and fear it, telling them who importune me to enter 
into a course of physic, that they must give me time 
to recover my strength and health that I may be the 
better able to support and encounter the violence 
and danger of the potion.” Montaigne’s prejudice 
was against the medicine, so-called, of his day and is 
important as being the opinion of one whose judg- 
— on all things is the result of the highest wis- 

om. 


The history of quackery has been recorded only 
within comparatively recent times. In the seven- 
teenth century quackery had flourished to such an 
alarming degree that a “host of boasting rogues and 
cunning rascals flocked to London and soon became 
prominent in the social life of the time.” During 
the eighteenth century quacks were patronized by all 
classes from the King to the peasant. Then as now 
the mainspring of their success was advertising. 
Not only in England but in the United States the 
eighteenth century appears to have been the golden 
age of quacks. Quoting from Medical History oi 
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Michigan :* “American medicine abounded in quack- 
ery. Like the proverbial indigent, the quack is 
always with us. The medical pretenders had come 
to be such a nuisance as well as positive danger to 
the colonists that early attempts were made to regu- 
late the practice of physic. The first attempt at 
medical regulation was in New York in 1649, when 
an attempt was made to put down quackery. The 
law, however, made no provision for the education 
of medical men. It was therefore at best negative 
in its scope. It was followed in 1860 by another 
law demanding certification of those who would 
practice the healing art. The penalty for non-com- 
pliance was £5. The condition of medical practice 
in the colonies in the pre-revolutionary period is 
very graphically told by Dr. Douglas in 1752. In 
general the physician practicing in our colonies is 
so perniciously bad that excepting surgery and some 
very acute cases it is better to let nature under a 
proper regimen take her course than to trust to the 
honesty and sagacity of the practitioner. Our Ameri- 
can practitioners are so rash and officious that the 
saying in the apocrypha may be properly applied to 
them: ‘He that sinneth before his Maker let him 
fall into the hands of the physician.’” 


Quackery, though rampant even at the present day, 
is not so widespread as it was in the days before 
any restrictive legislation was attempted. It is said 
that in 1899, the year of the fist restrictive medical 
legislation in Michigan, about 2500 medical pretend- 
ers lost their so-called right to practice and this 
measure did nothing more than to ask that the medi- 
cal practitioner hold a diploma from a recognized 
medical college. Restrictive medical legislation, as 
well as the raising of the standards of medical edu- 
cation, has worked wonders in reducing the number 
of medical pretenders. 


“With no nation-wide regulation over the charter- 
ing of educational institutions” according to an edi- 
torial in the Journal of the American Medical Asso- 
ciation,t “various medical healers have opened 
schools and turned out ‘graduates’ supposed to care 
for the sick with qualifications which are a mere 
pretense as compared with those required of phy- 
sicians. Through a constant hammering at state 
legislatures certain laws were enacted for these heal- 
ers, so that now, in many states, with or without 
authority and however deficient their qualifications, 
they pose as physicians and assume the responsibil- 
ity of caring for the sick and injured. At first these 
cultists declared that since they ‘did not use drugs 
or practice surgery’ they were ‘not practicing medi- 
cine’ and should be ‘exempted from the training re- 
quired of physicians.’ Their serious lack of train- 
ing as compared with that required of physicians 
amply justifies reference to them as pseudomedical 
or bogus doctors.” 


The quack thrives on advertising and promising to 
cure all, but particularly those diseases pronounced 
incurable by the regular medical profession. Per- 
haps in all ages as well as the present day the 
greatest field for the quack is that of malignant 
disease. The pretender to ophthalmology has occu- 
pied a prominent place near the center of the stage 
in all ages, some having sought the favor of Kings, 
who conferred knighthood on them. 


In the reign of Queen Anne there were no oph- 
thalmologists so that Anne, who suffered from defec- 
tive vision, employed one William Reed, who was a 
poor tailor, but who “having failed as a mender of 
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garments, set up as a mender of eyes,” 


E an illiterate 
impostor, was knighted by the Queen. 


Her Majesty sure was in a surprise, 

Or else was very short-sighted, 

When a tinker was sworn to look after her eyes, 
And the mountebank Reed was knighted. 


Another, Chevalier Taylor by name, dubbed by 
Samuel Johnson as “the most ignorant man that he 
had ever met,” was oculist to George II and among 
his patients is said to have been Gibbon, the his- 
torian of the Decline and Fall of the Roman Em- 
pire. Taylor was the prototype of modern adver- 
tising quacks. 


Strange as it may seem, many literary ment were 
said to have been inclined to quacks. Besides Gib- 
bon, Fielding, Chesterfield, and the French drama- 
tist Moliere patronized charlatans. The French 
Court under Louis XIV favored mountebank healers. 
Kings, Queens and prominent people employed 
quacks and likewise less prominent persons did so 
because of the example of their superiors. 


The metaphysical forms of healing do not appeal 
to the poor and ignorant; nor, on the other hand, 
have they any vogue with the well-educated, and 
with those with a keenly developed critical sense; 
they find their followers as a rule among the Bab- 
bitt class, who might be considered smart rather 
than clever. « Chiropractic is the cult that appeals 
more to the ignorant. It is an old form of faith 
cure under a new name. According to Haggarty$ 
bone-setting has come down from antiquity; its 
disciples claim that malposition of the bones inter- 
fered with the flow of what they called vital forces. 
Chiropractic descended from the ancient bone ad- 
justers through osteopathy. Formerly the ability to 
recognize and to correct malposition of bones was 
considered to be a matter of heredity. 


Quacks have been quick to exploit spurious uni- 
versity degrees and other letters after their names 
which have an awe-inspiring effect on the moronic 
minded. As already mentioned they revel in the 
mysterious and are usually the first to proclaim new 
though bizarre methods of diagnosis and treatment. 
Electricity, magnetism and even the X-rays have 
been exploited by them. Their use of technical 
verbiage would be ludicrous if it were not calculated 
to entrap the uncritically ignorant who are so prone 
to be led away by the brazen claims of the charla- 
tan. 


Almost anything that arrests popular attention may 
be made the basis of faith cure. Faith healing may 
be connected with diet, vitamines, yeast cakes, or 
fish as brain food. Any curative effect these agents 
possess is more the effect they have on the mind of 
the patient than any inherent therapeutic virtue. 
Faith healing has found but little favor with the 
medical profession. The time was when placebos 
filled a role in the physician’s armamentarium, but 
now they are practically never used. The ills of the 
flesh are treated better today by the medical pro- 
fession than ever before in spite of the fact that 
there is a disposition on the part of the profession to 
neglect those minor conditions which show no mani- 
fest pathology. 
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DELEGATES: ATTENTION! 

Delegates’ credentials have been mailed 
to County Secretaries who will sign them 
and present each delegate with his creden- 
tials. These credentials are to be presented 
to the Credentials Committee at 10:00 
A. M. Monday, Sept. 15th. Only properly 
elected delegates or their alternates can be 
seated. To be represented, County Societies 
should elect delegates who will attend. Ifa 
delegate or his alternate fails to attend, no 
other person can so serve. County officers 
should ascertain whether their delegates 
plan to attend; if attendance is doubtful, 
elect someone else. 





OUR GUESTS 
As you study the program for our annual 
meeting in Benton Harbor contained in this 
issue, please note the group of invited 
guests. Each will take some part in the pro- 
gram. Each one will contribute to your pro- 
fessional knowledge. They are: 


We Te: Cristi escstomrrsiennnncece Chicago 
| Se en Chicago 
Louis Mi. Warhelt............... Milwaukee 
Patll Ap Gps... secccsicsssciocsnses Chicago 
Se Bi. Faces scicnncccsnmnneninesnel Chicago 
aE TE SEI ists ctinninecrcsenminaibin Cleveland 
ES Pisin Rochester, Minn. 
arene Chicago 
EOE Tic, Be icneritnncsannnacianminnttea Chicago 
Carey Cam cans sssssccessrensnels Chicago 
F.. Eby i iscibaksnaiesestcinnaneniouana Chicago 
DE: Ti Pe hictcnissitinisneannuinsiveiial Chicago 
Pibest: TF: Ti csssncnsnescseh St. Louis 
Chaele We. Thr cc tasesansnprnnnid Chicago 
Flory: Ce. PONE os ncccsesenrnnusrcssad Chicago 
TENT QI sisticanscimncnnionaaal Chicago 
Se Cincinnati 
Gras FE) RIOR ass nnasoceerienonnedienins Nashville 


Surely you must conclude that you cannot 
forego hearing these distinguished teachers. 
Write for your hotel reservations and plan 
tc attend. 





GOLF 
Those desiring to go to St. Joe and Ben- 
ton Harbor on Saturday evening, Sept. 13th, 
are assured of ample opportunity to play 
golf all day Sunday, Sept. 14th. The local 
golf courses are in excellent condition pre- 
senting an abundance of tough holes for the 
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“hooker” and “slicer.” A Sunday in Ber- 
rien County affords one much pleasure. 
Plan your “foursomes” and “twosomes”— 
you'll have a great day. The Mayor of St. 
Joe, Dr. Yeomans, bids you come. He will 
provide police protection in all arguments 
as to who won or lost but will not be con- 
cerned about 19th hole putts. 





LEGAL REQUIREMENTS OF 
PRACTICE 

Act 237, as amended, places upon the 
Doctor, who has received a license to prac- 
tice in Michigan, certain obligations. 

Ist. He must file his license certificate 
with the county clerk of the county in which 
he locates. If he moves to another county 
he must file a certified copy in that county. 

There are several hundred Michigan doc- 
tors who have not conformed to this pro- 
vision. Hence the warning: If you have 
moved from the county in which you ori- 
ginally commenced practice, be certain that 
you register with the county clerk in the 
county where you now reside. If you fail 
to do so you are practicing illegally and 
your signatures on death, insurance or other 
certificates as well as court testimony is il- 
legal. You are liable to the penalty of the 
act. 

2nd. Your license is subject to revoca- 
tion for the following violations: 

(a) Procuring, aiding or abetting a 
criminal abortion. 

(b) Obtaining a fee on the assurance 
that an incurable disease can be permanent- 
ly cured. 

(c) The wilfully betraying of a profes- 
sional secret. 

(d) All advertising in which grossly im- 
probable statements are made. 

(e) Advertising to treat venereal dis- 
eases. 

(f) Having professional connection with, 
or lending one’s name to an illegal prac- 
titioner of medicine or with one who has 
been convicted under this act. 

(g) Obscene or offensive advertising. 

(h) Employing or being employed by any 
capper, solicitor or drummer for the pur- 
pose of securing patients; or subsidizing 
any hotel or boarding house with a like pur- 
pose. 

(i) The secret division of fees. 

(j) Offenses involving moral turpitude, 
habitual intemperance, or drug addiction. 

(k) Giving or prescribing alcohol for 
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other than legitimate therapeutic purposes. 

(1) Criminal convictions. 

During the past six months, seven licenses 
have been revoked for violations of these 
provisions. Five doctors are cited to appear 
before the October meeting of the Board to 
show cause why their licenses shall not be 
revoked and three adjourned cases will be 
concluded at the October meeting. 

A license to practice is a privilege granted 
by the state. That privilege will be con- 
tinued only so long as the individual com- 
plies with the law. 

The Michigan law does not permit un- 
licensed locum tenens. Neither does it per- 
mit an unlicensed doctor to work with or 
for a licensed doctor. 

Physicians, without a Michigan license, 
are violating the law if they pursue a prac- 
tice while residing at a Michigan resort. 

These provisions are called to the pro- 
fession’s attention for their guidance. Coun- 
ty Societies will perform a service if they 
will call their members’ attention to these 
provisions. The State Board of Registra- 
tion will answer any questions and are ready 
to investigate any complaints. 





EXECUTIVE COMMITTEE OF THE 
COUNCIL 
Minutes of the August Meeting 

The monthly meeting of the Executive 
Committee of the Council was held in Grand 
Rapids on August 8, 1930. 

Present: R. C. Stone, chairman; B. R. 
Corbus; Henry Cook; George Le Fevre; 
President J. D. Brook; Secretary F. C. 
Warnshuis. 

1. Dr. A. D. La Ferte of Detroit and 
Dr. J. T. Hodgen of Grand Rapids, repre- 
senting the Orthopedic Society of the State 
and the Orthopedic staff of the Michigan 
Crippled Children’s Commission, appeared 
before the Executive Committee and pre- 
sented certain facts and differences that 
were being encountered in the professional 
work connected with the Michigan Crippled 
Children’s Commission. The request was 
made that the Council undertake to solve 
the points at issue. On motion of Corbus- 
Cook a committee of five, appointed by the 
Chairman, was directed to arrange a con- 
ference with the Michigan Crippled Chil- 
dren’s Commission and to endeavor to ar- 
rive at a mutually agreeable policy that was 
to be observed in the supervision and insti- 
tution of professional services of the ortho- 
pedist and in the conducting of local clinics. 
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The motion carried and the Chairman ap- 
pointed Dr. J. B. Jackson, Kalamazoo, 
chairman; J. G. R. Manwaring, Flint; 
George Le Fevre, Muskegon; A. D. La 
Ferte, Detroit; Frederick C. Kidner, De- 
troit, to serve on such a committee. 

2. The Secretary presented plans, ar- 
rangements and program for the Annual 
Meeting in Benton Harbor. These were dis- 
cussed and approved, and the Secretary in- 
structed to carry out their details. The Sec- 
retary was also instructed to arrange for 
the meeting of the Council at six o’clock on 
Sunday, September 14, and also for a ses- 
sion of the Council at six o’clock on Sep- 
tember 16. 

3. The Secretary presented the draft for 
the revision of the Constitution and By- 
Laws. This was read, discussed and certain 


recommendations made that the Secretary 


was instructed to present to the Chairman 
of the Committee, and the House of Dele- 
gates at the time that the Constitution and 
By-Laws is being considered by the House 
of Delegates. 

4. The Secretary cueouated preliminary 
draft of the Annual Report of the Council 
to the House of Delegates. This was read 
and discussed and the Secretary instructed 
to prepare sufficient number of copies to be 
sent to each Councilor and that the final 
consideration of the Annual Report of the 
Council be given at the time of the Coun- 
cil’s meeting on September 14. 

There being no further business the 
Executive Committee adjourned at 10:30 
P. M. 

F. C. WARNSHUIS, 
Secretary. 





DOCTORS AND SPECIALISTS 

Such is the title of a new book, price one 
dollar, that Morris Fishbein tossed out to 
the profession and the public during the 
past month. It deals with the foibles and 
fancies of the present classification of medi- 
cal specialists. By word picture, with fre- 
quent interspersing of humor, sarcasm and 
anecdote, these prototypes undergo expos- 
ure. The author’s presentation provides one 
with several hours of pleasing entertain- 
ment that is equal if not exceeding the en- 
joyment one obtains from viewing offerings 
of the movies. 

Now is the time to order a dozen or two 
copies to be given out to your friends at 
Christmas time. They will thank you and 
so will the author. 
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Dr. Ray Connor of Detroit has left for a vaca- 
tion in Europe. 





Dr. Emil D. Rothman of Detroit was operated 
upon for appendicitis August 3rd, 1930. 





Dr. and Mrs. H. Wellington Yates have returned 
from a two months’ sojourn on the continent of 
Europe. 





Dr. Charles E. Dutchess of Detroit who was op- 
erated on early in July for appendicitis has resumed 
his practice. 





Members are urged to write for their hotel reser- 
vations for the annual meeting. Accommodations 
are available, but should be reserved. 





The police of Detroit raided the Michigan Re- 
search Clinic, an alleged cancer cure outfit. A Dr. 
George was arrested for violation of the medical 
practice act. 





The County Prosecutor issued a warrant for Dr. 
G. W. Hilton and raided the so-called Toneal Health 
Station of Grand Rapids. Viokation of the medical 


practice act is alleged. , 


Dr. Angus McLean, Dr. P. C. McEwen and Dr. 
Walter J. Wilson were among those who attended 


the British Medical Association at the annual meet- 
ing held in Winnipeg in August. 








Dr. Samuel S. Altshuler has located in Detroit 
at 541 David Whitney Building. Dr. Altshuler was 
formerly instructor in the Department of Internal 
Medicine at the University of Michigan. 





It is hoped that the second volume of our Medi- 
cal History will be off the press in September. If 
you have not ordered your copy, now is the time 
* to send in your order to the State Secretary. 





Dr. Bertrand Friedlander has returned from Ft. 
Snelling, Minn., after two weeks’ service with the 
United States Army. Dr. Friedlander’s capacity was 
that of operating surgeon of No. 73 Evacuation 
Hospital, with the rank of Major. 


Surgeon General Hugh S. Cumming, U. S. Pub- 


lic Health Service, delivered two lectures at the: 


University Health Institute, Ann Arbor, August 1 
and 2. The General was the guest of Dr. F. C. 
Warnshuis, over the week-end, in Detroit. 





Dr. Max Pinner, who has been pathologist of the 
Board of Health at the Northville Sanitarium, has 
left to conduct research in tuberculosis in Tucson, 
Arizona. He will be succeeded by Dr. H. S. Willis, 
who comes to Detroit in September as pathologist 
of the Board of Health: Dr. Willis is a graduate 
of the University of North Carolina and also Johns 


Hopkins where he was subsequently instructor in 
medicine. . ~ 





The First, Annual Golfing Tournament of the 
Wayne County Medical Society will be held at the 
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Thorncliffe Country Club near Detroit on Wednes- 
day, September 10. An afternoon round of golf 
with dinner in the evening, good-fellowship and 
distribution of prizes will be the order of the day. 
All members of the Wayne County Medical So- 
ciety in good standing are eligible to compete. 
Those doctors who do not play golf are also in- 
vited to attend the banquet and entertainment in 
the evening. 





LICENSES REVOKED 


The Michigan State Board of Registration in 
Medicine, on August 11, revoked the following 
licenses : 

Dr. J. J. George, Detroit, for association with 
an alleged cancer cure outfit owned by a layman. 

Dr. G. W. Hilton, Grand Rapids, for association 
with the “Toneal Health Station,” an advertising 
outfit owned by a layman. 

Dr. Geo. F. Fritz, Detroit, serving a prison sen- 
tence for manslaughter following an abortion. 

One doctor cited for revocation secured a post- 
ponement because of the appeal of his court con- 
viction to the Supreme Court. 





A CANCER CURE CLINIC 


The Michigan State Board of Registration in 
Medicine, received a complaint regarding a certain 
“Michigan Research Clinic” located in the Fort 
Wayne Hotel, Detroit. A “stool” was sent and on 
being admitted to the Consultation Room he 
stated that he had a pain in his left side. With a 
mere superfiscial palpation he was advised that he 
had a cancer and that he should receive immediate 
treatment. The price was $75.00 per week and $3.00 
per day for room. 

Upon this information a warrant was secured for 
a certain Dr. J. R. George for violation of the pro- 
visions of Act 237 and the place was raided. Dur- 
ing the raid, two patients were interviewed, and 
were found to have come from Grand Rapids, hav- 
ing been sent by the agent of a New Jersey Life 
Insurance Company. 

On further investigation it was found that the 
financial backer of this so-called “Research Clinic” 
was the State Agent for this same Insurance Com- 
pany. This fact has been reported to the State In- 
surance Commissioner and also to the Director of 
Agencies of the Insurance company concerned. 

These brief facts indicate a new “racket” in which 
insurance agents from their contact with their policy 
holders learn of physical impairment and then re- 
fer them to these questionable clinics. 

As far as being a Research Clinic, the claim was 
most untrue. There were no facilities for research 
work, nor was any attempted. The patient’s claim 
or diagnosis was accepted, immediate treatment was 
advised and the attempt was made to “get the 
money.” 

Dr. J. R. George, is out on bail and is cited to 
appear before the Board for revocation of his li- 
cense. The doctor is a recent graduate, having just 
completed his internship and received his license to 
practice in December, 1929. 





THANK YOU 


“More than 5,000 representative physicians from 
all parts of the United States and many foreign 
countries were present at the A. M. A. annual meet- 
ing. Detroit, with ample hotel facilities at very 
reasonable rates; many moderate priced eating 
places; ample and fair taxicab service; the largest 
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Masonic Temple in the world in which was housed 
all the sections, scientific and commercial exhibits 
and everything to make a perfect meeting place, 
and, last but not least, a most hospitable local pro- 
fession; all of these made the eighty-first session 
one of the most successful in the entire history of 
organized medicine in the United States.”—Journal 
Medical Association of Georgia. 





PORT HURON TO HAVE A NEW. HOSPITAL 


Fifty-one years ago, Mrs. Alida Mills, the wife 
of Dr. H. R. Mills, for many years a successful 
practitioner in Port Huron, conceived the idea of 
the need for a hospital for her home city. 

She enlisted a few friends and interested them 
in the matter. Their efforts were rewarded and a 
short time thereafter, they opened an eight-bed 
hospital, in old White Park. 

Fifty-one years ago, Dr. Theodore Heavenrich, 
Councilor for the Seventh District, started his school 
career at the old Miami Ave. school in Detroit, 
which was situated where the present Board of 
Education offices are located. His first teacher and 
the principal of the school was Miss Frances E. 
Riggs, a sister of Mrs. Alida Mills, and who is 
still living and active in the city of Detroit. 

Evidently fate ordained, through this coincidence, 
that the doctor should become interested in the 
Port Huron Hospital, for when he located in Port 
Huron, thirty years ago, he immediately became 
associated with the hospital. He was elected to the 
Board of Trustees and made Medical Director, 
which position he held for over a quarter century. 

He made known to the community the need of a 
larger and better hospital, and the community re- 
sponded. In_ 1904, a thirty-five bed building was 
completed. Since that time additions have been added, 
increasing its capacity to fifty-five beds. This is 
now inadequate and many times patients have had 
to be turned away. 

Through the efforts of Dr. C. C. Clancy, Presi- 
dent of the Board of Trustees and former president 
of the State Medical Society, a meeting was held, 
attended by leading citizens and many of the doc- 
tors. 

At this meeting a general discussion was held, and 
it was decided to put on a campaign for $300,000 
for the erection of a new building. After many 
consultations, it was decided to hire the firm of 
Wells, Ward and Dreschman, of New York City, 
to conduct the campaign. 

The first effort was made in June and on July 
21, at a public dinner attended by over two hundred 
men and women who had worked in this campaign, 
the final result was announced; $340,000 had been 
raised, with more to come and Port Huron will 
soon have a modern one hundred bed hospital. 

At this meeting Dr. Heavenrich announced an 
endowment fund of over $150,000, which he stated 
was to be left by a local man and wife by their 
wills. Further, that he had other bequests in view. 
This will provide for both maintenance and free 
beds, so that the burden of cost of illness will be 
lifted from many unfortunates. 

So, the seed implanted fifty-one years ago, by that 
noble woman, Mrs. Alida Mills, will come to full 
fruition, and our citizens will be the happier and 
healthier for that ideal of a half century ago. 

Much of the success of the campaign is due to 
the untiring efforts of Dr. Charles Clancy, who has 
labored unceasingly for the successful issue, and 
he, together with all the other members of the 
medical profession, feel grateful to the citizens who 
have met this need and given the doctors some- 
thing of which to be proud. 
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legibly sign his own name. 

















‘SOME IDEAS ON THE MODIFICATION OF 


OUR LIQUOR LAWS 


Editor, Journal Michigan State Medical Society: 
It is a self-evident fact to people of this great 
commonwealth that the operation of the Volstead 
Act has been a failure. Demonstration of this is 
before us daily in the increasing crime wave, in 
conditions that have arisen from the operations of 
the bootlegger, hijacker and the blindpig. It is evi- 
dent that the government is expending millions of 
dollars in an effort to control liquor traffic, which 
is uncontrolable under the present system. Public 
opinion shows a widespread disrespect for law. Be- 
cause of the sad and frequent effects of extremely 
bad liquor and the lack of the regulation of the 
Volstead Act, it seems imperative that some modifi- 
cation of this great American error should be forth- 
coming speedily. 

The following remedy is submitted for careful 
consideration: 

First: The history of the world shows that all 
nations have demanded and required some sort of 
alcoholic stimulation or some substitute has been 
operating in the food or drink of the people of the 
world for centuries. A nation is seriously influenced 
by the selection of its food and drink. If we modify 
the Volstead Act to conform with the requirements 
of the nations of the earth we would allow under a 
carefully regulated system with federal control the 
use of wine and beer under a definite set of regula- 
tions, and the use of hard liquor, whiskey, brandy 
and gin, under the regulation of another variety of 
rules and regulations. 

The plan I would advocate is the plan of appeal 
to individual responsibility, to the improvement and 
continued health of the individual, and to the priv- 
ilege of liberty which the Constitution of the United 
States intended to give us for the dispensing of 
these materials in a sane, orderly, well regulated 
manner by law, and under federal control. 

In order to obtain beer and wine, the individual 
must first become a voter and have the full rights 
of citizenship. Second, he must present a certificate 
that he has voted at the last local, state or govern- 
ment election. Third, that he must ‘have a knowledge 
of ¢he reading and writing of English, and able to 
Fourth, he must present 
a medical certificate from a registered physician in 
good standing, who will certify that he is suffering 
from no physical defect or disease which contra- 
indicates the use of alcohol. Fifth, the government 
would issue to him an individual license similar to 
an automobile license, for which he would pay the 
government five dollars per year; this license would 
be non-transferable, held on good behavior only, and 
immediately withdrawn if he did not comply strictly 
with the spirit and letter of the laws to which he 
must agree when the license is issued. Sixth, no 
beer or wine may be issued to an individual unless 
his signature in triplicate complies with the original 
signature and photograph on the license. Means of 
identification would be similar to that for soldiers 
who were passing the lines during the World War. 
The United States would establish under the Treas- 
ury Department, stations at properly selected places 
(much as oil stations are now placed throughout 
the various states), and that during definite hours 
one bottle of beer, one-half pint of wine of definite 
alcoholic strength may be issued to the individual 
at cost price in the same manner as a money order 
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or a postage stamp; the government would appoint 
a corps of dispensing officers who would be given 
complete charge of the buying and distribution of 
all alcoholic products in a manner similar to that 
carried on by the Quartermaster Department of 
the Army at the present time. All beer and wine 
sold to the individual would be stamped with the 
proper label of purity, alcoholic contents and the 
examination of the chemical laboratory would be 
open for examination at any time. This corps of 
dispensers would consist of one man who would have 
the rank of colonel, one lieutenant-colonel, and as 
many majors of divisions as might be necessary, 
together with the various ranking lieutenants, ser- 
geants, corporals, or their equivalents, and a goodly 
supply of privates, all under the Civil Service Com- 
mission directly under the Treasury Department. If 
for any reason the question of the physical condi- 
tion of the individual to take the prescribed amount 
of alcohol should be in dispute, appeal may be made 
to medical men of the federal service, who shall 


_ constitute a board of three to examine and determine 


this question. 

The certificate for physical examination would 
refer particularly to those who might in any way be 
harmed by the use of alcohol. The license to buy 
alcohol would be revoked by order at any time. 

The use of the license may be revoked, also, when 
one is arrested and convicted of any penitentiary 
offense. The license may be revoked for intoxica- 
tion, transfer, or misuse of this certificate; the sale 
of spirituous liquor, beer or wine or any other alco- 
holic ingredient shall be a sufficient reason to revoke 
the license. The sale and manufacture of all alco- 
holic ingredients containing more than one-half of 
one per cent of alcohol shall be absolutely in the 
control of the government of the United States. 

Burt R. SHurty, M.D. 
62 Adams Avenue, West, 
Detroit, Michigan. 
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DR. WILLIAM A. HARPER 


Dr. William A. Harper died at his home in De- 
troit July 9 of heart disease. Dr. Harper was born 
at Deerfield, Michigan, in 1867. He attended the 
Michigan College of Medicine and Surgery, from 
which institution he graduated in 1899. Subsequent 
to graduation he located at Henderson, Michigan, 
where he practiced for six years, at the expiration 
of which time he came to Detroit, where he had 
been engaged in the practice of medicine up to his 
death. He was for a number of years connected 
with the staff of Providence Hospital. He is sur- 
vived by his widow, one daughter, and one sister. 


DR. HIRAM BYRD 


Dr. Hiram Byrd of Detroit died Sunday, July 20, 
of angina pectoris, at the age of fifty-five. Dr. 
Byrd had lived in Detroit only, a year, where he 
was connected with the Jefferson Clinic as head of 
the department of clinical research. During his 
connection with the Jefferson Clinic, Dr. Byrd en- 
deared himself not only to his associates but was 
fast gaining a favorable acquaintance in the local 
profession. He was educated at the University of 
Georgia Medical School, where he obtained his 
M.D. degree in 1902. Dr. Byrd was Director of the 
Department of Hygiene, University of Mississippi, 
1919-1920. He was also Director of the Department 
of Hygiene, University of Alabama, 1920-1922. In 
1915 he made a device for fighting citrus canker, 
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which was adopted by the United States government. 
Dr. Byrd, whose specialty was eye, ear, nose and 
throat, was interested in what is termed the 
sphenopalatine physiology, having made two con- 
tributions to this Journal, the last of which, appear- 
ing in the August number, was posthumous. He left 
one son, Wilbur, aged twenty-five years, his wife 
having died about six yéars ago. 





. DR. CHARLES J. FOLEY 

Dr. Charles J. Foley, 42 years old, of 1343 Buck- 
ingham road, Grosse Pointe, was drowned while 
fishing in Tobin’s Lake, about ten miles north of 
Ann Arbor, Sunday, June 29, 1930. 

Washtenaw county officers reported the accident 
occurred when Dr. Foley threw over an anchor, 
the rope entangling his legs and catapulting him into 
the water. Dr. Foley had been spending the day 
with S. A. Nagy, 2688 Northwestern Avenue, who 
owns a cottage at the lake. 

Dr. Foley had practiced medicine in Detroit the 
last 15 years and was a member of the staff of St. 
Joseph Mercy hospital. He was graduated from the 
Detroit College of Medicine and Surgery and served 
during the war with the medical corps of the Amer- 
ican Expeditionary force. He was a member of the 
Knights of Columbus. 

He is survived by his widow, Mrs. Hazel Ehrman 
Foley; two daughters, Margaret and Jeanne; a son, 
John; his mother, four sisters and two brothers. 

—Bulletin of the Wayne County Medical Society. 


DR. EUGENE HART 

Dr. Eugene Hart of St. Johns, Michigan, died July 
26th after an illness of about two years. Dr. Hart 
came to St. Johns from Eureka and with his brother 
Dr. A. O. Hart established a medical clinic which 
was the first organized in Clinton County. He was 
also largely instrumental in the building and equip- 
ping of the St. Johns Hospital. Dr. Hart was born 
at Simcoe, Ontario, April 24, 1872. With his par- 
ents, Dr. Hamlet and Cerena Hart, he moved to 
Ann Arbor in 1877, and in 1878 the family moved to 
Eureka, where his father engaged in the practice of 
medicine. The son received his early education at 
the high school of St. Johns and the college of Keo- 
kuk, Iowa, and his professional education at the 
Michigan College of Medicine at Detroit, where ob- 
tained the M.D. degree in 1894. He also took post- 
graduate courses at Harvard and Chicago. For 
several years Dr. Hart was President of the Clin- 
ton County Medical Society and a member of the 
governing board for Michigan of the Gorgas Me- 
morial Institute. He was also a member of St. 
Johns lodge No. 105, F. & A. M. 


DR. WILLIAM H. ROGERS 

Dr. William H. Rogers died on Monday, Aug. 
17th, at his home, 3636 Courville Road, Detroit. Dr. 
Rogers was born at Binghamton, N. Y., sixty-three 
years ago. He attended the Hahnemann Medical 
College of Philadelphia where he graduated M.D. 
He served his interneship at St. Luke’s Hospital, 
New York City. Dr. Rogers practiced at 9946 Mack 
Ave. He was prominent in Masonic circles, being a 
member of King Cyrus chapter of Acacia Lodge, 
Michigan Sovereign consistory, Damascus com- 
mandery and Moslem Shrine. Dr. Rogers was a 
member of the Michigan Homeopathic Society and 
Wayne County Medical Society. His widow and 
one daughter survive him. 


DR. R. C. FAIR 
Dr. R. C. Fair of Durand, Michigan, died at his 
home on August 10th after.a long illness of heart 
disease. Dr. Fair graduated from the University 
of Michigan with the medical class of 1890. He had 
practised in Durand since his graduation. 
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SURGICAL DIAGNOSIS, Three Volumes with separate 
index volume, co leting the new work by 42 Ameri- 
can authors. Edited by Evarts Ambrose Graham, M.D., 
Professor of Surgery, Washington University Medical 
School. Three Octavo volumes, totalling 2,750 pages, 
containing 1,250 illustrations, and Separate Index Vol- 
ume. Philadelphia and London; W. B. Saunders Com- 
pany, 1930. loth, $35.00 a set. 

We have come to expect a high standard of ex- 
cellence in any undertaking of Evarts Graham and 
in this new work on Surgical Diagnosis we are not 
disappointed in our expectations. His collaborators, 
over 40 in number, are largely the younger group 
of American surgeons, the character of whose work 
here augurs well for the future of surgery in this 
country. 

All aspects of. general surgery, both fundamental 
and special, are dealt with in monographic manner 
in chapters written by different men. The surgical 
specialties such as gynecology, genito-urinary sur- 
gery, neurological surgery and orthopedics are well 
presented in a manner especially valuable to the 
reader interested in the whole field of surgical diag- 
nosis, who finds the special books on these subjects 
unduly complicated. The chapters vary somewhat 
in worth and interest, as is natural when a variety 
of subjects is covered by many authors, but all are 
readable, many attaining brilliancy of presentation. 
A valuable feature of most chapters is the remark- 
ably full bibliography that is appended or inter- 
spersed for the reader who desires to master that 
particular subject. No attempt is made to touch on 
treatment, which makes such chapters as those on 
“Infections of the Hand” by Koch and Knavel, and 
“Fractures and Dislocations” by Key suffer greatly 
in interest and value because of the complete dis- 
association from any discussion of treatment. Most 
chapters are adequately and well illustrated although 
a few subjects that might be clarified by illustrations 
are entirely without this aid to the visual minded. 
The entire work is enlivened and given an intimate 
note by pertinent and critical comments by the edi- 
tor. 

Volume I, dealing mainly with the fundamentals 
of surgery, is the least interesting, due largely to 
the character of the subject matter. The chapter 
on “Post-Operative Complications” by Cutler and 
Scott is especially worthy of notice because of their 
handling of the recent advances of knowledge in 
this field. 

Volume II maintains a uniform standard of ex- 
cellence in discussion of abdominal lesions, gyne- 
ae and lesions of the face, neck, thyroid and 
skin. 

Volume III covers lesions of the thorax, biliary 
tract, brain and nervous system and the genito- 
urinary tract in a very satisfactory way. Especially 
noteworthy is the masterly survey of “Diseases of 
the Biliary Tract” by the Editor, who has added so 
much to the knowledge of the diagnosis of disorders 
of this system. 

The entire work impresses one as being thorough- 
ly up to date, free from padding, temperate in tone, 
written with a view of being understood by those 
not specialists in any particular field. There can be 
no doubt of its value to any one interested in the 
diagnosis of all lesions whose treatment is surgical 
in nature. It should be of great value to the general 
practitioner and diagnostician as well as to the sur- 
geon, especially the young surgeon whose difficul- 
ties often are in the field covered by this work. 
For the medical student, the subjects are taken up 
in too detailed a manner to allow comprehension 
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in the time allotted in a crowded curriculum. Un- 
questionably the work was written for the surgeon 
and will prove of greatest value to the apprentice 
in this art. It can be heartily recommended to 
everyone interested in an up-to-date summary of the 
knowledge of diseases falling in the field of a 





ANNUAL REPRINT OF THE REPORTS OF THE COUN- 
CIL ON PHARMACY AND CHEMISTRY OF THE 
AMERICAN MEDICAL ASSOCIATION FOR 1929.—- 
With Comments that have appeared in THE JOURNAL. 
Cloth, price $1. Pp. 81. Chicago: American Medical 
Association, 1930. 

This is the volume in which the Council annually 
collects the reports on articles found unacceptable 
during the year. This edition contains also several 
interesting preliminary reports on preparations which 
show promise but for which the evidence is not yet 
sufficient to justify acceptance by the Council. Re- 
ports are given on the following products rejected 
by the Council: Anayodin, claimed to be iodoxy- 
quinolinolin sulphonic acid (chiniofon) but marketed 
under a noninforming name without adequate state- 
ment of composition and with unwarranted thera- 
peutic claims; Antiustio, an unscientific mixture mar- 
keted under a nondescriptive name with unwarranted 
therapeutic claims ; Kerasol and Keraphen, unoriginal 
products marketed under non-informing names; 
Sodiphene, an unoriginal alkaline phenol preparation 
marketed under a proprietary name with unwar- 
ranted therapeutic claims; Borocaine, procaine borate 
under a proprietary name; Quicamphol (Trans- 
pulmin), a quinine preparation for intramuscular in- 
jection in the treatment of lobar pneumonia; Toxo- 
gon, a preparation of inadequately declared compo- 
sition marketed under a therapeutically suggestive 
name; Intramuscular Iron Arsenic Comp. (No. 201) 
and (Intravenous) Iron Cacod. and Glycerophos- 
phate (No. 202), two irrational and unscientific mix- 
tures exploited with emphasis on the numbers 
Other rejected products are: Ovoferrin, Tamerici 
Salts, Elixir Kacyan-McNeil, and Tablets Kacyan- 
McNeil. An authoritative article on serum disease 
and serum accidents by MacKenzie and Hanger is 
of considerable interest and timely importance. 


NEW AND NON-OFFICIAL REMEDIES, 
price $1.50. Pp. 481; xlviii. 
cal Association, 1930. 

The present edition contains all of the features 
that have in the past made New and Non-official 
Remedies such a reliable and efficient guide to the 
physician who wishes to inform himself on the newer 
medicinal preparations: logical classification of prep- 
arations, with authoritative articles on each class; 
complete and carefully written descriptions of prep- 
arations; elaborate indices; and a useful cumulative 
list of references ‘to the literature on articles not 
accepted by the Council. Among the more important 
revisions that appear in this edition are those of 
the general articles, Barbital and Barbital Com- 
pounds, Digestive Enzymes, Cod Liver Oil and Cod 
Liver Oil Preparations, Ovary, Pituitary Gland, 
Radium and Radium Salts, and Serums and Vaccines. 
Among the new preparations, descriptions of which 
appear for the first time in this edition, are: Bis- 
marsen, which is sulpharsphenamine bismuth; Dial- 
Ciba, which is diacetylbarbituric acid; Calcium Glu- 
conate-Sandoz, a more palatable and less irritating 
preparation of calcium; Atoquinol-Ciba, a cinchophen 
derivative; Pitocin and Pitressin, solutions respec- 
tively of the oxytocic and pressor principles of the 
pituitary gland; Viosterol (the Council name for 


1930.—Cloth, 
Chicago: American Medi 
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irradiated ergosterol) in the forms of Viosterol in 
Oil 100 D, which is irradiated ergosterol dissolved 
in vegetable oil, and Cod Liver Oil with Viosterol 
5 D, which is cod liver oil with its Vitamin D 
potency enhanced by addition of viosterol. While 
these new preparations (with the possible exception 
of Viosterol) do not constitute major additions to 
the physician’s armamentarium, each one gives 
promise of relative usefulness, and the physician 
who desires to keep abreast with the progress of 
therapeutics will familiarize himself with them as 
well as with the many other new preparations de- 
scribed in this valuable book. 





PHYSICAL DIAGNOSIS—Richard C. Cabot, M.D., Profes- 
sor of Clinical Medicine in Harvard University, formerly 
Chief of the West Medical Service at the Massachu- 
setts General Hospital. Tenth edition, revised and en- 
larged, with six plates and 279 figures in the _ text. 
Price, $5.00. William Wood and Company, New York. 

This work is a goodly sized monograph which has 

grown out of the author’s experiences. Dr. Cabot 
has not only a nationwide reputation as one of the 
leading internists of the United States, but he also 
possesses the happy faculty of being able to express 
himself with clarity and force. This work deals 
with diagnostic methods exclusive of those requiring 
a certain amount of technical skill such as cysto- 
scopy, ophthalmoscopy and laryngoscopy. The fact 
that a work has passed through nine editions be- 
speaks its popularity with the profession. The 
more important new matter in the present tenth 
edition is concerned with coronary disease, electro- 
cardiography, cancer of the lung, cardiac asthma, 
toxic hepatitis, encephilitis lethargica. 





DOCTOR AND PATIENT—Papers on the Relationship of 
the Physician to Men and Institutions. By Francis 
Weld Peabody, M.D., Professor of Medicine, Harvard 
Medical School; Director of the Thorndike Memorial 
Laboratory; Visiting Physician and Chief of the Fourth 
Medical Service, Boston City Hospital, 1921 to 1927. 
The Macmillan Company, New York, 1930. Price, $1.50. 

This little work consists of four papers by the late 

Dr. Peabody, the titles of which are: The Public and 

the General Practitioner, The Care of the Patient, 

The Physician and the Laboratory, and The Soul of 

the Clinic. These papers from the pen of a master 

will be found an interesting contribution to an ever 
interesting subject, namely, the relations of the doc- 


tor to his patient. 





SLIT-LAMP MICROSCOPY OF THE LIVING EYE, 
EARLY DIAGNOSIS AND SYMPTOMATOLOGY OF 
AFFECTIONS OF THE ANTERIOR SEGMENT OF 
THE EYE—Dr. F. Ed. Koby, late First Assistant of 
the Ophthalmic Clinic, Corresponding Member of the 
Ophthalmological Society of Paris. Translated by 
Charles Goulden, O.B.E., F.R.C.S., Surgeon of the Royal 
London Ophthalmic (Moorfields) Hospital, and Clara 
Lomas Harris, M. D., Chief Clinical Assistant, Royal 
London Ophthalmic (Moorfields) Hospital. Second Edi- 
tion, with 104 illustrations. P. Blackiston’s Son & Com- 
pany, Inc., 1012 Walnut Street, Philadelphia, Pa., Price, 
$4.50 net. 1930. 

With the increasing clinical advantages being 
recognized in the use of the slit-lamp, any new 
treatise bearing on the subject which may give new 
light in technic or comprehension of findings, is most 
welcome. 


The author in this case has presented the subject 
in a clear and concise way. It is easily readable, 
the illustrations are good; while not as complete in 
some respects as Vogt’s Classic Treatise, still re- 
flects the author’s comprehension of that work in 
a way to bring out the salient points in an under- 
standable way, besides adding some things not taken 
up in the older work. 


This is a valuable treatise for beginners or others. 
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FOODS AND DIETS IN DIABETES 


Nellis B. Foster, New York, says it is always 
advisable and in severe cases absolutely essential to 
train the patient to use scales in measuring his diet. 
If this is done from the start, much trouble and 
misunderstanding can be avoided. Diabetes is one 
disease in which mathematical precision is possible. 
Patients soon learn its value to them and the major- 
ity are gladly codperative; they learn at the same 
time that success depends on them. First of all one 
should see that they are well taught, so that they 
understand how to use food charts, are able to make 
up food formulas, and can change the formula if 
exigency arises. Every diabetic patient must under- 
stand his diet and how to test the urine for dextrose 
and diacetic acid. To determine the adequacy of 
the diet prescribed, the patient should be allowed 
to continue his usual mode of life, with careful 
observation of his weight and of whether his 
strength is sufficient for his duties. This observa- 
tion indicates whether the amount of food is ade- 
quate. If it is not, then it has to be increased and 
the insulin dosage readjusted. Not rarely it hap- 
pens that a patient with rather mild diabetes does 
not become sugar-free until insulin is used in con- 
siderable doses, 60 or 80 units a day, and then after 
an interval there develops a rapid increase in his 
own insulin production, notable in frequent, though 
usually mild, hypoglycemic reactions. It may be 
necessary to decrease each insulin dose by 10 or 
15 units until finally none is used. It is seldom 
necessary to give more than two doses of insulin 
daily, morning and evening. In making the change 
from three doses a day to two, the best method is 
to reduce the noon dose by 6 or 8 units at a time 
and to divide the amount taken from the noon dose 
between the morning and evening doses, so that the 
number of units taken daily remains the same. One 
basic fact in metabolism has to be kept in mind 
when planning reducing diets. The patient’s excess 
fat will decrease because it is called on to supple- 
ment an inadequate diet. This means that the patient 
is actually on a high fat diet; therefore if acidosis 
is to be avoided the carbohydrate ration must not 
be too low, though fat may be cut to the lowest 
practical minimum. No concessions have been made 
to the needs of growth which a child demands. 
Growth first of all requires more food, more calories, 
and especially more protein. While experience indi- 
cates that 1 Gm. of protein per kilogram of body 
weight suffices easily for a majority of adults, 2 Gm. 
is not too much during the growth period, and some 
children seem to thrive best on even more. The total 
food allowance must be increased as well. It is not 
possible to give a mathematical rule for general 
guidance, but the end to be attained is normal 
weight and normal stature and this is easily attain- 
able. Bony growth requires lime. The calcium con- 
tent of the common adult diet is very low. There- 
fore milk is a necessity in the ration of a healthy 
child. A quart of milk can easily be made a part 
of the ration of a diabetic child nowadays, since 
with insulin the milk sugar causes no obstacle. Still, 
considering mineral requirements and no less the 
vitamins, raw fruits and green vegetables must also 
be included. Fruit juices, tomato juice, the leafy 
vegetables, carrots, specific fats, such as butter and 
cod liver oil, each furnish some element essential 
either to growth or health. Vitamins are largely de- 
stroyed by heat, especially under full exposure to the 
air, and the pot water containing most of the min- 
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eral salts too often is discarded. Steam pressure 
cooking, it would seem, is the proper way. On this 
account some canned vegetables are more whole- 
some than the fresh article prepared at home, be- 
cause the cooking of the canned vegetable is done 
after the tin is sealed. Of commercial diabetic foods 
there is no end. A few, such fruits preserved 
without added sugar, have a limited usefulness. 
Many of these novelties, especially the endless vari- 
eties of breads and biscuits, are at best harmless 
and a majority are palpable frauds. And there is 
no need now why a man should persecute himself 
by trying to eat a slice of some soggy, heavy, taste- 
less loaf in the delusion that he is better for thus 
mortifying the flesh. Far better for him physically. 
and transcendentally better for him mentally and 
morally, to eat honest bread, figure the cost in starch 
and pay in units of insulin. There is no doubt that 
a diet may be adequate to preserve life indefinitely 
and yet be inadequate for that margin of surplus 
energy which is the essence of human living. Mere 
weight does not indicate the difference. Foster does 
not attempt to generalize about diet in diabetes. He 
never treats diabetes; he attempts to treat a person. 
Arteriosclerosis is a common complication of dia- 
betes; some believe that diabetes induces sclerosis of 
the arteries, though the mode of this is not clear. 
A few have convinced themselves that the diets em- 
ployed in the therapy of diabetes in the past are 
directly responsible for vascular hypertension and 
vascular sclerosis. In two types of arteriosclerotic 
complication—retinitis and circumscribed gangrene 
of the feet—it is possible to study results of differ- 
ent modes of treatment with some exactness. In 
both these conditions the results are better and 
prompter when the patient’s diet is high in starch 
and low in both protein and fat. Liberal doses of 
insulin are of course necessary. There is reason to 
believe that regeneration of liver cells is promoted 
by a starchy diet and delayed by one rich in protein. 
In cases of cirrhosis of the liver complicating dia- 
betes, this principle has been utilized with rather 
surprisingly good results. In the preoperative and 
postoperative periods when the disease requiring sur- 
gical intervention is complicated by diabetes, correct 
judgment as to modes of nourishment often deter- 
mines whether the patient lives or dies. First of all, 


because of the nature of the disease or of vomiting, 


no food can be given by mouth. The fasting man 
burns chiefly fat, the less essential tissue. But when 
the diabetic person burns chiefly fat, acidosis re- 
sults. This is why coma was formerly so common a 
result of serious surgical operations. About 100 to 
150 Gm. of sugar must be metabolized daily to pre- 
vent acidosis. If this cannot be taken by mouth, 
dextrose must be given intravenously. From 20 to 
40 Gm. of dextrose every two or three hours with 
adequate insulin will prevent clinical acidosis in any 
surgical state. But this dextrose must be burned 
to prevent trouble, and if it appears in the urine 
it is not being burned. Dextrose should not be given 
by hypodermoclysis; one cannot be sure of its rapid 
absorption and occasionally it seems to be irritat- 
ing. It is better to give 25 to 50 per cent solutions 
directly into a vein. Intravenous nourishment is the 
only dependable method when one is confronted 
with acidosis, and acidosis is the chief hazard that 
confronts the surgeon. If he knows how to handle 
this problem, the rest can wait.—Journal A. M. A. 





INCREASE IN MENINGITIS REPORTED AT 
HEALTH MEETING 


A progressive increase in the number of cases of 
meningococcus meningitis has taken place in this 
country during the last five years, Dr. R. C. Wil- 
liams, of the U. S. Public Health Service, told the 
state, provincial and territorial health officers as- 
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sembled in Washington for the joint meetings of the 
Annual Conference of State and Territorial Health 
Officers with the U. S. Public Health Service and the 
Annual Conference of State and Provincial Health 
Authorities of North America. “It is true that the 
actual number of cases is not large when compared 
with the total population,” Dr. Williams said. “It is 
significant, however, that each year there has been 
an increase over the preceding year and that this 
rise has continued for five years.” 

No comparable increase has been reported from 
Europe. The total number of cases reported through- 
out the United States for the past five years is as 
follows: 1925, 1,859 cases; 1926, 2,226 cases; 1927, 
3,204 cases; 1928, 5,781 cases; 1929, 9,660 cases. Dur- 
ing the first 22 weeks of 1930, forty-seven states re- 
ported 5,400 cases. 

The control of this disease is extremely difficult, 
Dr. Williams said. Studies conducted in various 
parts of the country have failed to produce any new 
methods of importance. The most important pre- 
ventive and control methods now known are: prompt 
recognition of cases of the disease; prompt report- 
ing to the health authorities; avoidance of over- 
crowding; maintenance of high standards of bodily 
vigor; sterilization of dishes and eating utensils; 
optimum of fresh air and sunshine for carriers and 
convalescents.—Science Service. 





NEW USES FOR X-RAYS FOUND 


X-rays have been found helpful in the treatment 
of many diseases for which they are not generally 
used. Among these conditions are boils, carbuncles, 
certain cases of pneumonia, erysipelas, inflammation 
of the kidneys, inflammation of the parotid gland 
and many other inflammatory conditions, Dr. Arthur 
U. Desjardins, of Rochester, Minn., told members 
of the American Medical Association at the Detroit 
meeting. Irradiation tends to destroy the white blood 
cells or leukocytes, which gather to defend the body 
against infection. It would seem that a destruction 
of these defender cells would do more harm than 
good, but Dr. Desjardins explains that the white 
cells contain a substance that enables them to de- 
stroy the invading germs. Irradiation, by destroy- 
ing the cell, liberates the protective substance and 
makes it even more readily available for defensive 
purposes than when it is in the intact cell.—Science 
Service. 





MENTAL DISTURBANCE MAY CAUSE 
ORGANIC DISEASE ; 


Actual organic disease may result from mental 
disturbance, Dr. Cornelius C. Wholey, of Pittsburgh, 
said at the recent meeting of the American Medical 
Association. 

Dr. Wholey described the case of a fourteen-year- 
old girl who had attacks of what seemed to be gall- 
bladder disease in imitation of and in sympathy with 
a real case in her mother. There was no evidence 
of organic disease but the child’s digestive system 
became so upset that she will probably never be 
healthy. 

Another healthy girl, aged 18, grieved so over the 
death of her mother that she took to her bed six 
weeks later and remained there until the age of 40, 
when she died of exhaustion, toxicity and lack of 
nourishment. 

In these and similar cases described by Dr. 
Wholey, the mental and emotional disturbances up- 
set the normal functions of the sympathetic nervous 
system which regulates the body’s secretion, circu- 
lation, digestion and respiration. If the upset per- 
sists too long, it is likely to become organic.— 
Science Service. 
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